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PROCTOLOGIC PECULIARITIES OF THE 
NEGRO. 


THE FIBROPLASTIC DIATHESIS. 


CurTIcE Rosser, M.D., 


Dispensary Surgeon, Baylor Medical School and Hospital, 
TEXAS. 


“While the essential or fundamental nature (bio- 
igically speaking) of all men is the same, unity of 
gecies and multiplicity of races involve the liability 
of all men to common diseases, which will, at the 
most, vary as to accessory phenomena, but also allow 
the existence of diseases more or less peculiar to 
certain human groups.” — Quatrefages, in “The 
Human Species.” 

The cargo of slaves on the Dutch ship that entered 
the James River in 1619, and the three hundred 
thousand Africans who followed them into bondage 
in the next hundred and fifty years, have multiplied 
until they now comprise twelve per cent of our 
population. 

The hospital wards and clinics of the South have 
drawn largely from this. numerically important, 
though economically inferior class for purposes of 
medical philanthropy and scientific instruction. The 
physician of the South will continue to find the path- 
dlogical idiosyncrasies of the negro of insistent in- 
terest; his confrére of the North, if the present 
Hegira of the colored race to northern states con- 
tinues, will no doubt find his concern in the subject 
stimulated. 

While the blood of many African tribes flows in 
the veins of the present American negro, the char- 
acteristics of the Guinea type overwhelmingly pre- 
dominate, and in dispensaries of this section we 
commonly see the wooly hair, black skin, thick lips, 
broad nose, slender waist and flat feet of this group. 

In 1894 Balloch called attention to three condi- 
tions peculiar to dark skinned races (elephantiasis 
arabum, keloid and fibroma of the uterus), affirmed 
a a pathological axiom that fibroid processes con- 
stitute a racial peculiarity, and applied the term 
“fibroid diathesis” to this inherent tendency. Two 
years later Matas, in a masterly comparative review 
of white and colored cases in the New Orleans Char- 
ty Hospital, took as his text the dicta of the biolo- 
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gist, Quatrefages, quoted above, and amplified the 
“fibroid” thesis to include, among other things, the 
urologic peculiarities of the negro. 

Several terms, based on some one of the mani- 
festations, such as “keloid tendency,” “fibroid dia- 
thesis,” have been suggested, but it has occurred to 
me that our pathological nomenclature should include 
some term broad enough to comprehend all mani- 
festations, to call attention to the element of racial 
heredity, and to describe a process in which the defi- 
nite characteristic is growth by mesoblastic hyper- 
plasia, without direct involvement of surrounding 
tissues, in response to injury. 

To supply this apparent deficiency, I have sug- 
gested the use of the term, “fibroplastic diathesis.” 

Whether the diathesis results from a racial insta- 
bility of growth equilibrium acting through a 
disturbance of some inhibiting influence which 
normally holds in check the growth of cells 
(Brenizer), or whether it is simply an excessive 
local reaction of protective nature, compensating 
for a poor systemic defence, remains a matter of 
theory. 

It has appeared as of possible value to briefly 
review the general phases of the subject and at- 
tempt to correlate the manifest peculiarities of 
the negro, proctologically, with this known dia- 
thesis. 

Keloid, which is a fibroma of the skin, occurring 
in the connective tissue of the derma, is seen 
almost exclusively in those of African descent. 
The so-called “idiopathic cheloid of Alibert” is 
histologically synonymous. While recurrence 
after excision is common, metastasis does not 
occur, and involution with age may take place. 
While early writers suggested a bacterial or par- 
asitic origin, present opinion agrees with Hallo- 
peau that the lesion is a neoplasm and a “mani- 
festation of a morbid tendency peculiar to the 
subject.” Its existence in uncivilized and non- 
syphilized African tribes, who utilize the ten- 
dency for purposes of ornamentation and tribal 
identification, offsets the suggestion of luetic or 
tubercular etiology. 

In Baylor Hospital, Dallas, since 1919, 358 cases 
of uterine fibroids have been operated upon. Of 
that number 106 were negroes and 252 white 
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population of the hospital for the four-year period 
was ten times as great as the negro population, 
it is apparent that the condition in that commun- 
ity is approximately four times as prevalent in 
the negro. 

Matas, in 1896, in classifying 178 cases, (ten- 
year period), found fibroids to occur five times 
more often in the negro than in the white. 
Peaslee, in 1872, stated that few women who 
died over forty, at the Home For Colored In- 
curables (New York), were free from this dis- 
ease. Following Balloch’s annunciation, most 
writers have since agreed that fibromata in the 
dark-skinned are a link in the chain of racial 
tendency. 

The Urologic Idiosyncracies of the negro have 
formed the subject of investigation of Day and 
others recently. Day based his studies on vene- 
reals in the Louisville City Hospital and at two 
Army camps and found that the venereal compli- 
cations most common among white men are 
hydrocele, varicocele, epididymitis, prostatitis, ma- 
lignancy, and calculus, while those most common 
in blacks are stricture of the urethra, urinary 
extravasation, fistula, periurethral abscess, and 
adenitis. 

He noted that while the negro is frankly a poor 
subject for effective and continuous treatment, 
nevertheless he shows fewer urological complica- 
tions with the exception of stricture, its sequel- 
lae, and adenitis, than the white, and adopted 
the explanation which presented itself to Matas, 
that the virulent effect of the gonococcus is 
chiefly expended upon the epithelium of the 
urethra, which desquamates sufficiently to ex- 
pose the connective tissue substratum of the 
mucosa and thus bring into relief the fibroplastic 
tendency of the negro—when stricture occurs the 
remaining virus is absorbed by the lymphatics. 

Day found that almost without exception 
negroes with chronic urethritis had stricture, and 
that when dilatation was attempted, an increase 
in the fibrosis was noted; this reaction of in- 
creased fibrosis did not subside but rather in- 
creased in severity as treatment was applied. 

Thompson was impressed with the character- 
istic indolence and induration of the chancre and 
other cutaneous syphilides in the negro, together 
with the fact that every negro presenting him- 
self with venereal infection exhibited adenitis in 
some degree. 

Elephantiasis exists, of course, in two forms. 


While the parasitic form, common to all tropical: 


gitic type involving the lower limb, scrotum, ¢, 
labia, is of frequent occurrence. In our southern, 
clinics, we frequently see in negroes as an a4. 
junct to neglected leg ulcers, bubo, or urinary, 
extravasation, the huge limb or scrotum, with 
the brawny edema and connective tissue hyper. 
plasia of this condition. 


Fig, 1. Elephantiasis of scrotum following stricture of urethra with 
fistula (negro). 


Five cases of overgrowth of pyloric scars, al 
in negroes, were reported by Jordon in 1911, who 
suggested the term “gastric keloids,” not to draw 
an exact parallel between the skin keloids ant 
these stomach tumors, but to point out the anal: 
ogy between the two conditions, based on racial 
frequency and preexisting cicatrix in both. The 
present literature, which fails to separate thest 
cases from linitis plastica, or mention race i 
case compilations, does not assist in following 
Jordon’s interesting lead. 

Like all primitive races, the black man entered 
America relatively free from varicosities of af 
character. This in spite of the fact, attested by 
anatomists, that his venous system predominates 
over the arterial. Day and others noted tha 
varicocele is very uncommon in negroes. Vatt 
cose veins are seen ordinarily only in the aged. 
We should therefore expect a relative immunity 
from hemorrhoids. My observation leads 
to believe that this is emphatically correct. Bt 
amination of the records of the last 50 cases @ 
hemorrhoids treated on my own service indicate 
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that only 5 were negroes. In addition, most of 
the negro cases were of the fibrous external 
type, accompanied by rectitis and erosion. 

Matas found that the relative prevalence at 
the New Orleans Charity Hospital among whites 
was 83% to 17% in the colored race—almost the 
identical percentage incidentally, which he found 
for varicose veins. 

A pathologic condition which I have found to be 
extraordinarily common among negroes, and 
which would seem to arise from the racial fibro- 
plastic tendency is the frequent occurrence of 
fibrous anal tags and excrescences, hypertrophic 


Fig. 2. Anal condylomata (negro). 


skin margin, so-called integumentary piles. Ex- 
amination of these structures shows that hyper- 
plasia occurs in the connective tissue layer, the 
external dermal layer being normal. The causa- 
tive factor is not a venous enlargement, but com- 
monly the existence of a coincident chronic in- 
flammation with local discharge. 

Ano-vulvar Elephantiasis, closely related to the 
above, is often due to the same factors. Here 
the condition results in hypertrophy, at times 
massive, of the labia and all the epidermis sur- 
rounding the anus. While this is of rare occur- 
rence, I have seen several cases in the negro, and 
none in the white. 

Matas and others have said that dysentery, the 
diarrheas, and other colonic diseases were, in the 
primitive state, practically unknown to this trop- 
ical race. At this time, however, intestinal com- 
plaints are as commonly seen in one race as in 
the other, Matas’ series showing the same inci- 
dence, although mortality was greater in the 
black. 

My own rather limited observation would 
Suggest that colonic disease, when chronic, re- 
sults most frequently in the hypertrophic form 
of ulceration with reduplication of the mucosa 
and hyperplasia of the connective tissue strata, 
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resulting in extreme cases in stricture. 

In my opinion ano-rectal gonorrhea is much more 
common, especially among negro females than 
is at present believed generally. It often runs 
a subacute course without diagnosis; even when 
the rectitis is pronounced, the exciting organism 
is difficult to identify and there are few pathog- 
nomic indications. Weissman states that it usual- 


Fig. 3 Ano-vulvar elephantiasis in negro woman. 

ly entails the same kind of lesions as in gonorr- 
heal urethritis, and is equally liable to become 
chronic, a fact which we believe important of 
recognition. In my own experience, gonorrheal 
ulceration with destruction of the mucosa, has 
also been the etiologic factor in severe rectal 
stricture. 

Benign rectal stricture. From the viewpoint of 
the present discussion, perhaps the most signifi- 
cant proctological manifestation of the African 
race is concerned with stricture formation as the 
result of chronic inflammatory situations in the 
rectum. Here we may draw a fairly close anal- 
ogy with the almost universal urethral stricture 
of the colored male, comparable in its fre- 
quency of occurrence, its inflammatory etiology, 
and its peculiar reaction where dilatation is at- 
tempted. 
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population of the hospital for the four-year period 
was ten times as great as the negro population, 
it is apparent that the condition in that commun- 
ity is approximately four times as prevalent in 
the negro. 

Matas, in 1896, in classifying 178 cases, (ten- 
year period), found fibroids to occur five times 
more often in the negro than in the white. 
Peaslee, in 1872, stated that few women who 
died over forty, at the Home For Colored In- 
curables (New York), were free from this dis- 
ease. Following Balloch’s annunciation, most 
writers have since agreed that fibromata in the 
dark-skinned are a link in the chain of racial 
tendency. 

The Urologic Idiosyncracies of the negro have 
formed the subject of investigation of Day and 
others recently. Day based his studies on vene- 
reals in the Louisville City Hospital and at two 
Army camps and found that the venereal compli- 
cations most common among white men are 
hydrocele, varicocele, epididymitis, prostatitis, ma- 
lignancy, and calculus, while those most common 
in blacks are stricture of the urethra, urinary 
extravasation, fistula, periurethral abscess, and 
adenitis. 

He noted that while the negro is frankly a poor 
subject for effective and continuous treatment, 
nevertheless he shows fewer urological complica- 
tions with the exception of stricture, its sequel- 
lae, and adenitis, than the white, and adopted 
the explanation which presented itself to Matas, 
that the virulent effect of the gonococcus is 
chiefly expended upon the epithelium of the 
urethra, which desquamates sufficiently to ex- 
pose the connective tissue substratum of the 
mucosa and thus bring into relief the fibroplastic 
tendency of the negro—when stricture occurs the 
remaining virus is absorbed by the lymphatics. 

Day found that almost without exception 
negroes with chronic urethritis had stricture, and 
that when dilatation was attempted, an increase 
in the fibrosis was noted; this reaction of in- 
creased fibrosis did not subside but rather in- 
creased in severity as treatment was applied. 

Thompson was impressed with the character- 
istic indolence and induration of the chancre and 
other cutaneous syphilides in the negro, together 
with the fact that every negro presenting him- 
self with venereal infection exhibited adenitis in 
some degree. 

Elephantiasis exists, of course, in two forms. 


While the parasitic form, common to all tropical. : 


gitic type involving the lower limb, scrotum, », 
labia, is of frequent occurrence. In our southern 
clinics, we frequently see in negroes as an a¢. 
junct to neglected leg ulcers, bubo, or urinary 
extravasation, the huge limb or scrotum, with 
the brawny edema and connective tissue hyper. 
plasia of this condition. 
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that only 5 were negroes. In addition, most of 
the negro cases were of the fibrous external 
type, accompanied by rectitis and erosion. 

Matas found that the relative prevalence at 
the New Orleans Charity Hospital among whites 
was 83% to 17% in the colored race—almost the 
identical percentage incidentally, which he found 
for varicose veins. 

A pathologic condition which I have found to be 
extraordinarily common among negroes, and 
which would seem to arise from the racial fibro- 
plastic tendency is the frequent occurrence of 
fibrous anal tags and excrescences, hypertrophic 


Fig. 2. Anal condylomata (negro). 


skin margin, so-called integumentary piles. Ex- 
amination of these structures shows that hyper- 
plasia occurs in the connective tissue layer, the 
external dermal layer being normal. The causa- 
tive factor is not a venous enlargement, but com- 
monly the existence of a coincident chronic in- 
flammation with local discharge. 

Ano-vulvar Elephantiasis, closely related to the 
above, is often due to the same factors. Here 
the condition results in hypertrophy, at times 
massive, of the labia and all the epidermis sur- 
rounding the anus. While this is of rare occur- 
rence, J have seen several cases in the negro, and 
none in the white. 

Matas and others have said that dysentery, the 
diarrheas, and other colonic diseases were, in the 
primitive state, practically unknown to this trop- 
ical race. At this time, however, intestinal com- 
plaints are as commonly seen in one race as in 
the other, Matas’ series showing the same inci- 
dence, although mortality was greater in the 
black. 

My own rather limited observation would 
Suggest that colonic disease, when chronic, re- 
sults most frequently in the hypertrophic form 
of ulceration with reduplication of the mucosa 
and hyperplasia of the connective tissue strata, 


resulting in extreme cases in stricture. 

In my opinion ano-rectal gonorrhea is much more 
common, especially among negro females than 
is at present believed generally. It often runs 
a subacute course without diagnosis; even when 
the rectitis is pronounced, the exciting organism 
is difficult to identify and there are few pathog- 
nomic indications. Weissman states that it usual- 
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Fig. 3 Ano-vulvar elephantiasis in negro woman. 

ly entails the same kind of lesions as in gonorr- 
heal urethritis, and is equally liable to become 
chronic, a fact which we believe important of 
recognition. In my own experience, gonorrheal 
ulceration with destruction of the mucosa, has 
also been the etiologic factor in severe rectal 
stricture. 

Benign rectal stricture. From the viewpoint of 
the present discussion, perhaps the most signifi- 
cant proctological manifestation of the African 
race is concerned with stricture formation as the 
result of chronic inflammatory situations in the 
rectum. Here we may draw a fairly close anal- 
ogy with the almost universal urethral stricture 
of the colored male, comparable in its fre- 
quency of occurrence, its inflammatory etiology, 
and its peculiar reaction where dilatation is at- 
tempted. 
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The greater incidence of stricture of the rec- 
tum in communities with a large negro popula- 
tion lends interest to this unfortunate condition 
in Southern proctology. Sufficiently common in 
southern communities to be of possible occur- 
rence in any individual’s practice, there is never- 
theless no satisfactory standardized treatment, 
principally because of its chronicity, its compara- 
tive incurability, and the fact, affecting as it does 


Fig. 4. Rectal (annular) stricture (negro woman). 


mainly the substrata of civilization, that even- 
tual therapeutic results are difficult to follow. 

The causes of benign stricture usually assigned 
include tuberculosis, traumatism (operations, 
labor, etc.), venereal disease, ulcerative rectitis 
and congenital defect. For practical purposes all 
stenoses may be classified as annular (including 
valvular) or tubular. 

The symptoms most suggestive of this condi- 
tion are: increasing, marked constipation; tape- 
like stools, sanguino-purulent discharge, condy- 
lomatous or hypertrophic anal excrescences. 
Pain or loss of weight may be present. As over 
ninety per cent. lie within two and one-half 
inches of the anus the diagnosis is made by digi- 
tal examination, supplemented by the anoscope, 
proctoscope, bougie and roentgenograph. Malig- 
nancy is excluded by the absence of excessive 
weight loss, tumor, crater-like ulceration, putre- 
factive odor—if necessary by biopsy. 

The etiologic influence of lues has provided 


Vou, 
definite interest in the available literature. Jones 


who, with Day, believed that seventy-five per 
cent. of the negro race is syphilized, reported 4g 
cases of stricture in 1903 (all negroes) and stated 
that in his opinion all were luetic. Later author. 
ities, checked by the Wassermann test, have 
given somewhat lower percentages, although 
there are few who would deny entirely the tre. 
mendous part played by the spirochaete in stric. 
ture. Hartmann found that 35% of his 86 cases 
had positive Wassermann reactions. 


Fig. 5. Tubular rectal stricture (negro), 


Goodsall and Miles suggest that chronic pelvic 
inflammation with infiltration of perirectol lym- 
phatics is responsible, but it is more probable 
that they are the result rather of gonorrheal proc- 
titis with local ulceration, because ulceration 
with destruction of the mucosa precedes the F , 
stricture, and begins within the rectum rather 
than around it. Unquestionably, as stated above, (EJ) 
gonorrhea is a serious factor in a certain per > ( 
centage of cases. 


The series of 32 cases treated at Baylor Hos UG) 
pital, Dallas, since 1919, including 20 strictures § (VIC) 
which came under my own observation, shows 4 (JAJ) 
preponderance of 24 females to 8 males. Nine- 
teen of the cases were negro women, 2 Mexicaf (EH) 
women, 3 Caucasian women and 8 Caucasiat F (JJG) 
males. The real morbidity figured from the (YDE 
actual ratio of colored to white cases in the hos 
pital for that time, would indicate that the con (RFR 
dition is approximately seventeen times as com — (AHI 
mon in the negro. All investigators have marked (ATM 
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Rectal Strictures—Author’s Cases, 1919 to 1923 


Case Sex | Type Race Wass. | Age| Complications; Type op. | Anesthetic 
{ (WW) F |Annul || Negro|Nisc. Proct.| — | 27 Divulsion |General {No Answer 
II (DP) F Mex. 
[ll (ED) F Negro|Lues 33 
IV (MP) F | Tubul ” — | 26 |Fist. Cond. Post. Proct.| Caudal Much Relief 
y (IM) F | Annul || White|Ule. coli. _ 54 Divulsion | General Unrelieved 
(AFR) F Negro|Lues + | 23 Int. Proct. Relief 
(EH) F “ INisc. Pro. — | 48 Divulsion No Relief 
VIII (JK) F White |Hem. Op. 56 Cured 
IX (LJ) F | Valvul. |} Negro|Nisc. Pr. 38 |Hemorrhoids |Iodides Cured 
X (CMS) F | Annul “| Lues + | 28 |Condyloma  |{Salvar. Unrelieved 
XI (JY) “  1Pr, — | s0 |Fistula Post. Proct.} Caudal 2x Appar. Cured 
XII (MD) F “ |Lues + | 20 Post. Proct. 2x Appar. Cured 
XIII (CM) F 34 Int. Proct. Relieved 
XIV (MM) “ |Proctitis — | 2 None No Relief 
XV (WMN) F | Tubul “  |Nisc. Pr. — | 34 Post. Proct.| N,O Relief 6 mo. 
XVI (DW) F | Annul “ — |Lues + | 22 |Gumma. Post. Proct.| Caudal 2x Appar. Cured 
XVII (BMM)| F + | a1 |Elephan. Post. Proct| Relief 
XVIII (MR) F “| Proct. — | 20 Int. Proct. Appar. Cured 
XIX (WC) M | Valve || White|Hem. Op. 50 | Ulceration Valvotomy | Caudal Appar. Cured 
Papillz 
Cases From Other Sources—Baylor Hospital 
(EW) F |Annul || Negro — | 32 |Fistula Divulsion |General |No Answer 
F 45 No Answer 
F 27 | Condy. No Answer 
F 32 Dilatation Much Relief 
F 21 | Hem. No Record 
M White; Hem. Op. 65 | Pruritis Divulsion Tem. Relief 
M “ Congen. 36 Dilatation No Answer 
M 55 |Hem. Fis. Relieved 3 Mo. 
M “ —|Spasm 32 Cured 
M “ 47 Cured 
M “ —|Hem. Op. 38 Cured 
F “ —|Hem. Op. 64 No Answer 
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haps from the careless use of douche tips, and 
contact infections from the vagina, even if there 
is no actual sex predilection. 

Of the 11 cases occurring in white individuals, 
5 were sequelae of hemorrhoidectomy, 2 were 
constant spasmodic constrictions, 1 was congen- 
ital—from the testimony of their follow-up let- 
ters, all but one of these were cured by division 
and dilatation or valvotomy. The negro cases 
were of the chronic inflammatory type, ranging 
from twenty-one to fifty-five years of age, but 
demonstrating a common onset in the third 
decade of life. In this group local complications 
were usual; fistulae occurring in 4, condylomata 
in 6, papillitis in 1, pruritis in 2, fibrous external 
hemorrhoids in 3, hypertrophic skin tags on prac- 
tically all, and ano-vulvar elephantiasis in 2 
of the cases. Of this group 7 (30%) gave a posi- 
tive Wassermann reaction, I0 negative, in the 
. ‘maining the test was not made. Six cases had 
pronounced chronic pelvic inflammation. It 
would not seem, therefore, that we are justified 
in stating that either of the venereal infections 
is the sole causative factor. There were no cases 
in which tuberculosis was suspected as etiologic; 
nor would we expect to see it cause stenosis of 
the large intestine. Moreover, tuberculous ulcers 
of the rectum are usually secondary, and occur 
therefore in individuals of lowered resistance in 
whom complete healing and cicatrix formation 
would be usual. 


Efficient prophylaxis would require early vis- 
ual examination in rectitis from whatever cause, 
early medication of ulcers, stretching of ulcer 
scars while in the plastic state, early intensive 
treatment of rectal lues and routine post-oper- 
ative dilatation following hemorrhoidectomy. 

Treatment at best leaves much to be desired. 
Salvarsan has no effect on formed scars, bougies 
are slow, painful, usually ineffective. Dilatation. 
divulsion or simple internal proctotomy—practiced 
in my earlier cases, and in all the cases from 
other services recorded in this series—affords 
very temporary relief in the inflammatory group, 
being followed by reduplication of fibrous tissue, 
in some cases by appearance of a tubular stric- 
ture where annular occlusion was present pri- 
marily, closely analogous to the urethral pathol- 
ogy. Excision, theoretically ideal, is perilous in 
infected neighborhoods, and of doubtful value in 
the presence of the “fibroplastic diathesis.” 

I have obtained the most satisfactory results 
by excising the posterior portion of the stricture 
with a Yeoman’s biopsy forcep, followed by pos- 


terior proctotomy. Where weekly dilatations for 
several months thereafter are done a permanent 
patulous canal is obtained. Where this proced. 
ure fails, permanent colostomy is indicated. We 
have, however, reserved this operation with its 
attendant discomfort, for cases resistant to al] 
other treatment. 

Posterior proctotomy can be done under nitrous 
oxide narcosis, infiltration, or preferable caudal 
anesthesia. The latter is the anesthetic of choice 
in any major rectal procedure, and has been used 
with satisfaction in nine of my own stricture 
cases. 


tal stricture in negro. 


‘Big. 6. Phot of 
tained, which permits proper post-operative care 
—daily saline irrigations and weekly dilatations 
with a large bivalve rectal speculum. Operative 
mortality has been absent and no complications 
have followed unless the inflammatory condition 
is active. In these cases hyperpyrexia is present 
for about thirty-six hours, without abdominal 
rigidity. Incredible as it may seem, in none of 
these cases has definite incontinence followed 
division of both sphincters. 

Comment. We may assume that the inherent 
ethnic predisposition to develop adult connective 
tissue—in other words, the fibroplastic diathesis 
of the race—is in evidence in anorectal disease 4s 
elsewhere. 

The two proctologic manifestations peculiar to 
the African, fibrous external growths and fibrous 
internal strictures, are both results of the racial 
tendency. 

This histologic tendency is one of the few ft 
maining contrasts between the races. A new 
environment has lowered primitive immunities of 
the negro; no doubt time will abolish also this 
racial predisposition. 


NoveMBen, 1923 
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stricture of the rectum. 


ANAL DISORDER AS A FACTOR IN 
TRIGONITIS.* 
Jerome M. Lyncu, M.D., F.A.CS. 


New York 


It is not uncommon for a patient to have difficulty 
in urinating after a rectal operation. In some cases, 
the patient cannot urinate at all, but must have re- 
course to catheterization. 

The late Dr. Tuttle while serving as an interne at 
the Berkeley Hospital, Philadelphia, had a man un- 
der his care who was supposed to be suffering from 
aurethral stricture. He had been treated for some 
months by dilatation before Tuttle examined him. 
Finding he had a deep fissure, Tuttle operated upon 
him and as the fissure healed, the urethral condition 
disappeared. 

While anyone with a large hospital and private 
practice experience will recall numerous instances 
of reflex bladder symptoms, this condition seldom 
receives consideration. 

I recall one case in particular that I referred to 
Dr. E. L. Keyes where the man was suffering from 
achronic priapism. He was benefited only when I 
had resected his sigmoid; the involuntary erections 
then ceased. In the light of what I now know his 
trouble was probably induced by stimulation of the 
pelvic plexus. 

It is also my experience that a patient suffering 
from seminal vesiculitis, prostatitis and other genito- 
urinary disorders, because of their rectal symptoms 
are mistakenly referred by the general practitioner 
fo a rectal instead of a genito-urinary surgeon and 


*Read before the New York Branch of the American Urological 


vice-versa. This has not been an uncommon exper- 
ience in my practice. However, it is only recently 
that my attention was directed to the occurrence of 
trigonitis in conjunction with a rectal lesion. I sup- 
pose I should have recognized the possibility of this 
complication sooner, as a very pronounced case came 
under my observation a few years ago in a woman 
suffering with an extensive fistula of the rectum 
with bladder symptoms. I referred her to Dr. J. 
Bently Squier for treatment. He made a diagnosis 
of trigonitis, and as I remember now, the bladder 
symptoms cleared up only after the fistula healed. 


CasE I. Last year a patient was referred to me 
with the following history: Mrs. C., age 44, house- 
wife. Past history consisted only of measles, whoop- 
ing cough and mumps in childhood. Apparently 
normally well up to the present illness. For five 
years she complained of much trouble with her rec- 
tum. Defecation has been very painful most of the 
time and much blood has been noticed in her stools. 
Diarrhea had been troublesome, but occasionally con- 
stipation was a marked feature. Suppositories had 
been used daily and the rectal pain somewhat con- 
trolled. Several weeks ago urination became fre- 
quent, urgent and painful so the patient was taken 
to the hospital and treatment directed to the bladder. 
However, the rectal condition became much more 
aggravated and after several weeks of home and hos- 
pital treatment with no abatement of symptoms she 
was referred to St. Barholomew’s Hospital for surg- 
ical treatment of her rectal condition. A culture of 
her urine which was made when she entered the hos- 
pital, showed pure bac. coli. Unfortunately the 
virulence of the organism was not tested. The ex- 
amination also showed a trace of albumen with a 
marked sediment which proved to be pus cells. At 
first the pus cells were 60 per high-power field, but 
gradually they were reduced until finally when the 
last specimen was taken the pus cells were but 8 to 
the high power field. Finally, as a result of her fis- 
sure operation, her bladder trouble at the time of her 
leaving the hospital had entirely cleared up and she 
had gained considerably in weight. 


I am indebted to Doctor Howard Jeck for the fol- 
lowing interesting case: 


Case II. Mrs. J. B., age 25. Chief complaint, 
frequent and painful urination. I first saw her in 
1918 in St. John’s Hospital, Brooklyn, N. Y. Cysto- 
scopy at that time showed a normal bladder. Ure- 
teral catheterization was completely negative at that 
time, both kidneys showing good function. I did 
not hear from this patient until September, 1921, 
when she was sent to me by Dr. H. B. Delatour of 
Brooklyn. He said that a urologist in Richmond 
Hill had cystoscoped her four weeks before, decided 
that she had tuberculosis of the right kidney and 
advised a nephrectomy. At that time she had to 
urinate every five minutes day and night. The act 
of urination was attended with much pain. The 
results of my examination on September 26, 1921, 
are as follows: 
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Urine very slightly hazy—haziness probably due 
to pus (I have no report of ordinary urinalysis). 
Cystoscopy revealed a normal bladder with normal 
ureteral orifices except for a reddened area about 
one-half the size of a dime behind the left ureter 
orifice. The right ureter was catherized and speci- 
mens obtained. The right ureteral specimen showed 
no pus and no acid-fast bacilli. The bladder speci- 
men likewise showed no acid-fast bacilli. 

I made a completely negative report to Dr. Dela- 
tour except that I mentioned the reddened area above 
described. This was the last I heard of the patient 
until January, 1922, when I was given the following 
information by one of the visiting surgeons of the 
Sloane Hospital for Women: 

Cystoscopy there was likewise negative, but on 
account of the patient’s suffering it was decided to 
perform an exploratory operation for a possible mal- 
position of the uterus or some adnexal trouble. The 
patient was on the operating table ready for the 
operation when Dr. Studdiford walked in and asked 
what her trouble was and what they were going to 
operate for. On being apprised of her symptoms he 
inquired if they had examined her for a fissure-in- 
ano. Since this had not been done he suggested that 
it be done at once. His suggestion was carried out 
with the result that a fissure was found, dilated and 
cauterized. The patient experienced almost instant 
relief of her sympoms. 

Drs. Frederick W. Smith, James G, Morrissey and 
Dr. Thomas J. Kirwin were kind enough to furnish 
me with the following cases: 

Case III. Male, 62, married. Two children liv- 
ing and well. No family diseases. Previous history 
of lues for which he was treated for five years and 
had apparently recovered. No other special prior 
illness. Alcohol, usually 1 or 2 cocktails and never 
to excess; Tobacco, 10-20 cigarettes daily; Coffee, 
I or 2 cups. Sedentary occupation, but plays golf 
twice or oftener each week. 

Present illness: During the past seven years, for 
varying periods and at varying intervals, has com- 
plained of frequent micturition with burning and 
tenesmus, especially during the day. The urine was 
examined repeatedly and showed negative findings. 
These attacks, six in all, showed similar symptoma- 
tology. The prostate, while slightly enlarged, was 
normal for his age and showed no evidence of in- 
flammation or malignant change. Cystoscopy during 
the first attack showed a normal fundus and slight 
congestion of the trigonum. Catheters were easily 
passed to the kidney pelves and showed no evidence 
of urethral stricture. Rectal examination showed 
a fissure on the posterior wall within the external 
sphincter, linear in outline and about one-half an 
inch long. An application of 5% silver nitrate solu- 
tion was made, glycerine suppositories were used 
and an appropriate diet was ordered. After a few 
applications the urinary symptoms subsided and the 
lesion healed. The subsequent urological attacks 
were apparently due to the same causative factor 
and were relieved in a similar manner. 

Case IV. A physician, age 52, married, having 
three children living and well. In general practice 
in Iowa. 


He had gonorrhea in youth. The attack clearej 
up without difficulty. No symptoms of stricture. 

Present illness: Three years ago noticed an ap. 
noying frequency of urination, more marked by i 
urgency, with slight vesical tenesmus of a few se. 
onds duration. At the time this was extremely sharp 
‘and seemed to radiate to the superficial perine, 
region. Consulted a physician in Des Moines, ang 
a local urologist who passed sounds found no ¢ 
in the caliber of the urethra. He was later cystp. 
scoped and no findings of note remarked. 

Developed a hydrocele of small size—sac prob. 
ably contained less than 2 drams of fluid—and the 
patient attempted to relieve this by wearing a sup 
porter. Tenesmus continued, however, and later the 
sac was tapped without relief of symptoms. It did 
not refill for a period of over nine months, and dur 
ing this interim the symptoms were just as marked. 
He still complained of the urinary condition with no 
change in severity of the symptoms. . 

A physical examination proved generally nega. 
tive. Sounds were passed to the bladder without 
difficulty. Slight hydrocele of cord on left side. 

Rectal examination showed prostate not enlarged, 
but it seemed to be under slight tension within the 
capsule and the borders are all prominent; inter- 
lobular ridge well defined. On the left margin of 
the anal sphincter a well defined fissure about one- 
half cm. in length and widest at its external portion. 
In view of the other findings and their negative 
character it was assumed that the frequency was due 
to this fissure. 

Fissure dilated and cauterized. 

Patient was heard from about 4 months after- 
wards and is free from symptoms. Hydrocele still 


‘present but no larger. 


Case V. Female. “The patient’s physical exam- 
ination showed heart, lungs, reflexes apparently 
normal. She was catheterized with usual precaution 
and culture was reported negative. Urinalysis show- 
ed a specific gravity of 1026, no albumen or sugar. 

“Cystoscopic Examination: Usual precautions, 
instrument passed without difficulty. Bladder was 
found normal, excepting a slight congestion of 
trigone, ureteral catheter passed with ease, specimens 
collected were clear, culture negative. 

“I tried usual washing of bladder with alkaline 
mixture by mouth, fulguration and instillation of 
silver nitrate. This appeared to decrease the fre- 
quency but did not relieve the patient completely. 
About this time I heard Dr. Lynch read his paper 
at the Urological Society on frequency of disease 
of rectum causing irritation of bladder and fre 
quency of urination due to innervation of the rec 
tum. 

“I immediately made a rectal examination, finding 
several distinct anal fissures well inside the external 
sphincter. These I treated with 2-3% silver nitrate 
solution and suppository containing ichthyol, nut 
gall and cocoa butter. Placed patient on anti-cot- 
stipation diet. After the second treatment she was 
relieved. In fact, two weeks after coming to me for 
treatment she could hold her urine 4-6 hours— 
no mycturia. 
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“‘T am convinced that the rectal treatment did more 
relieve her than the fulguration of the bladder.” 


The bladder has a double origin. Its main portion 
derived from the endo-dermal cloaca, according to 
(umningham. Its smaller basal part arises from the 
mened-out lower ends of the Wolffian ducts. The 
tter portion approximately corresponds to the tri- 
gone of the adult bladder. 

Gaskell says the hindgut originally formed a tube 
mposed of three chambers to which Gadow gave 
the names coprodeum, urodeum and proctodeum. 
The coprodeum was separated from the urodeum by 
asphincter, and the urodeum from the proctodeum 
by another sphincter, thus relaxation of the urinary 
sghincter allowed the urine collected in the urodeum 
alone to pass out, while relaxation of the internal 
shincter of the rectum as well as of the urinary 
phincter allowed the feces to pass out. The cop- 
rodeum has in the higher vertebrates separated en- 
tirely from the urodeum and opens directly to the 
exterior, still retaining its sphincter muscle, the in- 
ternal sphincter of the anus. The urodeum or blad- 
der opens to the exterior by way of the urethra and 
till retains its original sphincter muscle in the shape 
of the urethral muscles and the unstriped sphincter 
muscle. Thus there are the following sphincter 
muscles which terminate the different regions of the 
gut: 

1. The ileo-colic sphincter at the end of the small 
intestine. 

2. The internal anal sphincter at the end of the 
coprodeum. 

3. The internal vesical sphincter and the urethral 
muscles at the end of the urodeum. 

The motor nerve supply to all these muscles is 
atranged on a uniform plan. Thus Elliott has shown 
that the ileo-colic sphircter contracts upon stimula- 
tion of the superior splanchnic nerves, and that its 
motor nerve cells are situated in the superior mesen- 
tric ganglion. Langely and Anderson have shown 
that the internal anal sphincter contracts on stimula- 
tion of the inferior sp!anchnics and its motor nerve 
cells are situated in the inferior mesenteric ganglion. 
Finally Elliott has shown that the internal vesical 
sphincter and the muscles of the urethra contract on 
simulation of the inferior splanchnics, and_ their 
motor nerve cells are situated in the inferior mesen- 
erie ganglion. 

Elliot says that the contraction of the bladder 
which occurs when the hypogastric nerve is stimulat- 
ed is confined to its neck and base, the part affected 
being the trigonum. Kalischer believes that the 
trigonal musculature differs from the musculature of 
the main body of the bladder, being characterized by 


the closeness of its constituent fibers thus differen- 
tiated from the coarser muscular tissue of the blad- 
der proper. It is, on the contrary, of the same kind 
of tissue as that of the urethra and ureters. 

The morphological difference is shown by the axon 
reflex of Langely and Anderson. Gaskell believes 
that there is not alone a morphological difference, 
but that there is in all probability a histological and 
physiological dissimilarity. He further believes that 
it is wrong to look upon all unstriped muscle as of 
the same kind, as they can be classified into groups. 
That there is a chemical difference is proved by 
Dale, Emmet and Ewins. They have shown that 
acetylcholine stimulates the sacral connector fibers 
and causes a contraction of the dome of the bladder 
and that epinephrin causes contraction of the internal 
sphincter muscle, the sphincter muscle of the bladder 
and the muscles of the trigone area. 

The physiological evidences is in favor of the ves- 
ical sphincter system as playing the chief part in the 
formation of the muscles in question for the phe- 
nomenon of the axon reflex show that the two mark- 
ed reflex contractions which take place through the 
medium of the mesenteric ganglia upon stimulation 
of the central end of the hypogastric nerve are those 
of the trigonal region of the bladder and the sphinc- 
ter ani. 

To sum it all up we find that there is a close re- 
lationship between the genito-urinary organs and 
the bowel. On stimulation of the hypogastric nerve 
there is a contraction of the internal sphincter muscle, 
the sphincter muscles of the bladder and the muscles 
of the trigonal area. This can be duplicated by the 
injection of epinephrin. We also find on stimula- 
tion of the pelvic plexus of the sympathetic nervous 
system, a contraction of the fundus of the bladder 
and of the colon. This also can be duplicated by 
the injection of acetylcholin. Thus we see how im-. 
portant it is to investigate all closely related organs 
before assigning to any organ the source of symp- 
toms. This is particularly applicable in the case of 
the bladder and the rectum. 


SYPHILIS OF THE RECTUM. 


Syphilitic lesions in the rectum may be mistaken 
for cancer, particularly the encephaloid cancer. 
Chancres are very rare above the anorectal line. Muc- 
ous patches occur about the same time as the macular 
eruption on the skin. Both these lesions have a ten- 
dency in ulcerating to follow the blood vessels and 
lymphatics, so that the ulcer spreads upward rather 
than laterally—Cuartrs J. Drueck in the Medical 
Record. 
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PRURITUS ANI: SOME ETIOLOGICAL 
FACTORS. 
Bruce H. Beerer, M.D., 
EvANSVILLE, IND. 

The causes of pruritus ani cover a wide range 
—from such a mild condition as the eating of crabs 
and strawberries, to such a serious one as cancer 
or epithelioma of the rectum or anus. This com- 
munication is written only to give a few of the more 
common findings. It is based upon the study of 
one hundred and twenty-eight personal cases. 

There is a definite cause in every case of pruritis 
ani. Whenever I am unable to cure any case I am 
firmly convinced that the primary cause has not 
been located. 

The anatomy of the anus is especially favorable 
for harboring infection, by reason of its folding 
and infolding of the skin and mucous membrane. 
Nature so made us to insure an easier relaxation of 
the parts as the stool passes. If this were not the 
case we would be always fissuring and wounding 
ourselves at each stool. Indeed, just this anomaly is 
frequently seen; certain people are born without 
this excessive tissue and they are constantly having 
recurrence of fissures and thrombi. They are 
damned with too little mucosa, with deep heavy mus- 
cle’ parts and large buttocks which seem to carry 
their anus upwards. They are easily relieved by a 
short operation; yet the majority suffer on year 


after year until severe pruritis or acute fissure with © 
its attending severe pain causes them to seek relief. - 


Excessive amount of mucosa and skin gives rise 
to disease, and want of it gives rise to disease. There 
is a small percentage of humans who are favored 
with just the normal; they go through life with 
little trouble. 

These anal folds and mucous crypts become the 
_ lodging place for infective material. They do not 
permit of proper drainage. Very often the break 
comes within and then the skin is later undermined 
with small avenues of infection or blind internal 
fistula. This is the start. The termination may 
be piles, fistule, pruritus ani—or all may be seen 
together in the one patient. 

The old term “itching piles” is not a bad one. It 
is descriptive of the only.symptom in many cases of 
internal piles. These patients suffer greatly, not so 
much at first but as the disease advances. The force 
of the damage'is more generally spent on the nervous 
and the gastro-intestinal systems. Rest at night is 
seldom obtained and the sufferers believe themselves 
seriously troubled with some abdominal disease. 
They are often easy prey for unscrupulous surgeons 
to remove this or that or what-not. I have a patient 


with epithelioma of the anus who had undergone x 
abdominal operation because he was losing Weight 
It is a mistake to think any rectal condition too triy. 
ial to warrant study, care and attention. 

In this analysis of one hundred and twenty-eight 
cases only those cases were taken in which the p. 
tient came for treatment of his itching about th 
anus. The only symptom they were worried abpy 
was the itching. Observe that in the list is on 
epithelioma of the anus, two cancers of the rectum, 
two cases of diabetes, and one cancer of the cervix 
uteri. The symptom that led to their discovery was 
itching about the rectum! Think of this before pass. 
ing pruritus ani as an ailment to be dismissed lightly 
or with a box of salve. The classification is accord- 
ing to the etiology of the pruritus: 


Internal Hemorrhoids ..37 
Fissure of the Anus....11 
Cryptitis 
Blind Internal Fistulae... 8 
Chronic Proctitis 
Mucous Polyps 
Fissure and Hemorrhoids. 5 


Fissure and Tags .......4 
Polyps and Tags ....... 
Fissure, Polyps and 
Hemorrhoids ........ 
Cancer of the Rectum... 
Epithelioma of the Anus, ; 
External Tags alone ....1 


Amebic Dysentery ....... 5 Diabetes and Interna! 
Fistulae (Anal) ....... 4 Hemorrhoids .........1 
Ulcer of Rectum ....... 4 Diseases other than rectal: 
Internal Thrombi ....... 3 Cancer of the Uterus .... : 
Cryptitis and Tags*..... 4 Chronic Nephritis ......2 

*By “tags” is meant skin Ringworm and Scabies... 
tabs. . Syphilis 2 
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PELVIC FINDINGS IN ONE HUNDRED 
CASES OF TOXIC GOITER. 
ARTHUR E. HeErtzver, M.D., F.A.C.S. 


HALSTEAD, KANSAS. 


That there is some definite interrelation between 
the thyroid gland and the pelvic organs is attested 
by a number of well established facts. Such rel 
tionship has eluded the establishment of any def- 
nite laws. One reason for this is, perhaps, that n0 
attempt has, been made to individualize as to either 
the type of goiter or the nature of the pelvic trot- 
ble. In order to obtain a numerical relationship 
between enlargement of the thyroid gland and 
pelvic disturbances I began in January, 1923, 1 
note the state of the pelvic organs in the first one 
hundred cases of thyroid enlargement that should 
present themselves for examination. This list of 
one hundred cases was completed in twenty-thret 
days. Young girls and women who had passed the 
climacteric were excluded for obvious reasofs 
Cases of exophthalmic goiter and of markedly toxt 
adenoma and all who were admitted for operation 
were excluded from the list. 

The attempt was made to limit the observation 1 
those mild cases which Goetsch and I have bee 
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trying independently to establish as the interstitial 

The cases included for the most part clini- 
cally mild cases in which the pulse varies between 
go and 130, with but slight loss of weight, with but 
jightly enlarged thyroids and with but moderate 
nervousness. Anatomically they are characterized 
by an increase in the interstitial cells with but little 
change in the colloid and with a normal or flattened 
state of the acinal cells. Married women and those 
unmarried who had previously undergone a pelvic 
examination before entering this clinic were sub- 
mitted to the usual pelvic examination. Unmarried 
women who had never undergone a pelvic exam- 
ination were not examined. These must fall, there- 
fore, either in the class of normal patients or those 
suffering dysmenorrhea. Some of these may have 
had some anatomic lesion. 

For the purpose of this study the cases were 
divided into two groups, in part anatomic and in 
part symptomatic, in order to bring out as fully as 
possible the dominant factor present. 

Normal. At the present time what shall be re- 
garded as a normal menstrual history is a relative 
thing. Married patients who had only moderate 
dragging or lower abdominal pain were regarded as 
normal. The unmarried, if indisposed no more 
than a few hours were considered normal. If the 
pain was severe enough to require them to desist 
from their usual employment they were put down 
as abnormal. There were 13 cases whose pelvic 
functions were accounted normal. 


Dysmenorrhea. Married women who came to 
the clinic complaining of pelvic pain, backache and 
headache as major symptoms and girls who were 
compelled to give up their work for a time were 
regarded as having dysmenorrhea. Of these there 
were 26. Of this number, 9 were married and pre- 
sented no gross pelvic lesions. Local tenderness 
was not regarded as pathological. The 17 unmar- 
ried women were not subject to pelvic examination 
and the anatomic state of their pelvic organs is not 
known. Their menstrual disorders were such as to 
interfere with their occupations for at least half a 
day at each menstrual period. 


Displacements. There were 7 in this group. The 
displacements accompanied by occipital headaches 
and general pelvic discomfort but without marked 
Pain are included in this group. Several noted an 
increased nervousness and a sense of fullness in the 
throat at the time of the menstrual period. 

Dysmenorrhea with Displacement. There were 
10 in this group. These were all nonparous women 
who had in addition to the displacement very marked 


discomfort in the married, and disabling pain in the 
unmarried. 

Displacement with Cervical Laceration and Eros- 
‘on. In this group were included those who had 
displaced uteri with laceration and erosion such as 
would call for repair had the patient no other lesion. 
All of these came as gynecological patients. The 
enlargement of the thyroid gland was discovered in 
the course of the routine examination. 

Metrorrhagia. Four of the patients had excessive 
flooding such as required treatment. One had been 
treated with radium and was amenorrheic with 
great increase of nervous symptoms. The remain- 
ing three had no discoverable cause for the excessive 
flow. 

Scanty Flow. Four of the patients noted pro- 
gressive lessening of the menstrual flow and with 
the lessening of the flow came an increase of the 
pain. This is the type in which symptoms of thyro- 
toxicosis are attended by increase in weight. One 
of these patients gained 70 pounds in seven months, 
associated with increasing nervousness. One pa- 
tient had metrorrhagia with displacement. The 
presence of a myoma could not be excluded in this 
case. 

Mvyomas. Three patients had myomas of the 
uterus. One was not aware of any pelvic trouble 
and two had pelvic disturbance. 

Pelvic Operations. Eight patients had some sort 
of a pelvic operation since the advent of their ner- 
vous state. Three had had currettements, three re- 
pairs of the cervix and peritonerm with some liga- 
ment operation, and one a bilateral oophrectomy. 
None of these were operated upon in this clinic and 
the exact nature of the operations is not known 
nor was it possible to determine the state of their 
thyroid glands at the time of the operation. 

Chronic Pyosalpinx. Seven patients had fixed 
uteri in position or displaced. The cause of the 
fixation was not determined but evidently due to 
some parauterine inflammation. 

Miscellaneous. One had undergone menopause at 
35 years of age, one was in the menopause at 46 
and one was in the seventh month of pregnancy. 
Each of these dated their nervousness after the ces- 
sation of their menstrual flow. 

In but few of these patients was the goiter dis- 
covered before operation. The patients came be- 
cause of some indefinite symptom such as nervous- 
ness, palpitation, loss of weight or some menstrual 
disturbance. 

Comment. This list is’ sufficient to show that in 
many patients presenting this type of goiter there 
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is very often an associated pelvic lesion. It is sig- 
nificant perhaps that the more pronounced thyrotox- 
icoses are much less commonly attended by pelvic 
disturbance. 

This type of patient responds to the Goetsch test 

but less markedly so than those with toxic adenoma. 
What their metabolic rate may show is a difficult 
problem. ‘The changes seem to be no greater than 
the error in determination. That is to say, the re- 
sults are contradictory. Judging from the slight 
loss of weight one would naturally infer that the 
“metabolic rate is but little augmented and usually 
these patients present a stationary weight during 
the period of observation and the only evidence of 
disturbed nutrition is presented in the history of loss 
of weight. 

In planning the treatment these patients should 
he regarded as sick people and treated accordingly. 
If there are pelvic complaints and they present ana- 
tomic lesions which may be remedied they should 
not be denied this relief because they have a goiter. 

- If they have pelvic pain without anatomic lesions 
obviously no operation is indicated. 

Those having small goiters may be confidently 
treated medically if under 25 years of age. Those 
older sometimes respond. Iodides alone are apt to 
increase the nervousness but combined with bro- 
mides the results are usually gratifyingly, often 
astonishingly prompt. The pulse rate is the first 
improvement, then the nervousness disappears and 
then the weight returns to normal and after a con- 
siderable time the goiter disappears. 

In this connection, it is worthy of emphasis that 
if there is no complicating anatomic lesion in the 
pelvis the dysmenorrhea is prone to disappear with 
this treatment. 

CONCLUSIONS. 

Many patients who have thyroid enlargement and 
evidence of thyroid dysfunction present evidence 
also of disturbance of the pelvic organs either func- 
tional or anatomical or both. 

Such association is too frequent to be accounted 
for as mere coincidence. 

Those who deny any association between the pel- 
vic organs and the thyroid gland should present 
their evidence in a concrete way. 


Too often do we see patients with unstable nervous 
systems and weakened hearts, slight exophthalmos 
and normal thyroid, who are supposedly cured. The 
same condition is found in patients after surgical 
treatment, due to the insufficient removal of thyroid 
tissue, but more often due to weakened and bad 
hearts before the operation—C. F. Nassau in The 
Therapeutic Gazette. 


MANIFESTATIONS OF SOME CRANIAL 
NERVES FROM DISEASE OF THE 
NOSE AND THROAT. 

Mark J. Gortiies, M.D. 


New York, N, Y. 
From the Oto-Laryngologic Department of Beth Israel 


Hospital. 

Manifestations of the cranial nerves from disease 
of the nose and throat are quite common. The 
nerve most commonly involved is the sensory root 
of the fifth or trigeminal. The olfactory, optic and 
auditory nerves are occasionally involved. Symp- 
toms referable to any of these nerves may be caused 
by reflex irritation, by involvement from toxic mate- 
rial absorbed from an infected focus in the nose 
or throat, which either irritates the nerves or causes 
a definite inflammation, and by involvement of 
branches of the nerve by direct extension from dis- 
eased tissues by co~tinuity through lymphatics or 
small veins undergoing a process of phlebitis of dif- 
ferent grades of severity. 

Involvement of the olfactory nerve from disease 
of the nasal accessory sinuses is rare, although one 
would expect it to occur more often because of 
proximity to the ethmoid labyrinth, frontal, and 
sphenoid sinuses. Apparent perverted sensations of 
smell do occur with paranasal sinus disease. This 
may be due to actual inflammation of the nerve 
itself. However, it is no facile matter to say that 
the perversion is due to inflammation of the nerve 
because it is very difficult to determine whether an 
absence of the smelling sense or the smelling of un- 
usual odors is not caused by obstruction of the olfac- 
tory area by the swelling which is very apt to occur 
in paranasal sinus disease or from the odor of nasal 
discharges which are liable to accumulate in the nasal 
chamber. It is definitely known that people who are 
unable to smell because of nasal accessory sinus dis- 
ease regain the ability to apprehend odors and enjoy 
their food after the disease has been eradicated. 
Definite acute inflammation of the olfactory area 
has been seen several times by the author when no 
other area in the nose was similarly involved. The 
upper part of the septum and the area above the mid- 
dle turbinate is swollen, alternating yellow to pink 
in color, and exquisitely sensitive. The swelling is 
not even but gives the appearance that the nerves 
themselves were swollen—the surface looks corrt- 
gated. The power to smell disappears until the in- 
flammation subsides. 

The optic nerve lies in such close relation to the 
sphenoid and posterior ethmoid cells that it is sut- 
prising that more cases of blindness from nasal ac- 
cessory sinus disease are not seen. However, loss 
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of vision from this cause is not uncommon. The 
optic commissure very often is situated directly over 
the sphenoid sinuses so that disease of this sinus 
may easily affect the nerve at this point either by 
direct extension through bone necrosis or by dehis- 
cense of the sinus wall at this point or through 
collateral edema and inflammation by extension from 
the sinuses. The orifices of the sphenoid sinuses 
may occur below the optic commissure, on the same 
level or even above it, so that the higher the sphe- 
noidal opening, the more likely is the nerve involved 
because the accumulation of pus will be greater and 
the sinus will become fuller as the orifice of the 
sinus is placed at a more elevated position. Because 
of this very intimate relationship of the sphenoid 
sinus to the optic chiasm amaurosis from disease of 
the sinus is very often bilateral. 

As the optic nerve progresses forward to the eye 
it lies external to the posterior ethmoid cells and 
remains in.intimate contact with this sinus for about 
half its length on the average. It is not more than 
three millimeters away from the sinus during the first 
half of its course forward to the optic globe. Ac- 
cording to Loeb, the average length of the optic 
nerve in fifteen heads was forty-four millimeters. 
The sinus portion of the nerve was 24 millimeters 
(average) and the free portion of the nerve was 
twenty millimeters (average). The nerve may lie 
on a dehiscense of the sinus, it may lie on the sinus 
or the sinus may overhang it. 

It is a noteworthy fact that in the great majority 
of cases of retrobulbar optic neuritis due to sinus 
disease, the appearance of the sinus areas gives no 
clew that the blindness is due to disease of the para- 
nasal sinuses. A point that cannot be emphasized 
too strongly is the fact that purulent discharge, or 
bone necrosis must not necessarily be demonstrable 
or present for one to conclude that the sinuses are 
at fault. Asa matter of fact, White of Boston, who 
was one of the first to call our attention to blindness 
from nasal accessory sinus disease, after an exhaus- 
tive study of bacteriology and histopathology of sin- 
uses exenterated for this condition has not as yet 
come to a definite conclusion regarding the patho- 
logic physiology operating to produce retrobulbar 
neuritis from this source. 

The diagnosis is made by exclusion. All other 
possible causes having been eliminated, the sinuses 
are placed under suspicion and exenterated or airated 
because no other etiological factor is found. Roent- 
genography of the sinuses may or may not help in 
making a diagnosis; usually it does not. The find- 
ing of bare bone in the sphenoid sinus by the aid of 
the probe is more important when present than all 


other confirmatory signs. 

Briefly stated, the patient first-complains of im- 
paired vision in one or both eyes. The impairment 
may occur suddenly or gradually; very often blind- 
ness comes on within a day. There may or may 
not be pain in the eye-ball. At the beginning the 
appearance of the eye-grounds gives no indication 
of the condition. One of the first signs is difficulty 
in distinguishing colors on direct vision, the periph- 
eral fields are unimpaired. Later there is a haziness 
of the temporal side of the optic disc and when 
blindness is complete all the signs of optic atrophy 
are manifest. Prompt action on the part of the doc- 
tor who first encounters a case of this kind will save 
the vision of these patients. 

The sensitive nerve endings of the optic nerve 
may be involved in a process of inflammation called 
neuro-retinitis, retinitis, or retino-choroiditis depend- 
ing upon which portion of the eye-ground is predom- 
inately involved. There are many causes for retinitis 
and one of them is absorption from foci of infection. 
On elimination of the offending diseased area, the 
condition: in the eye usually subsides and the sight 
improves, depending upon the amount of destruc- 
tion which occurred during the active stage of the 
disease. 

The following case will serve to illustrate this 
condition better than text-book description: 

H. D., 32 years of age. Born in the United 
States. Sales manager. There is no history of 
syphilis, tuberculosis, or other chronic debilitating 
affection in the family. He gives no history of hav- 
ing had syphilis or tuberculosis, or any other condi- 


tion which may have a bearing upon his present ill- 
ness. 


About six years ago he noticed that the vision of 
his left eye was becoming gradually poorer. As the 
disease progressed he noticed that floating bodies 
occurred before his left eye, and these became final- 
ly so abundant that they annoyed him and appeared 
to cloud his vision more. This gradually increased 
to such an extent that on November 21, 1922, he 
could count fingers at a distance of not more than 
one foot from the eye. Approximately one and one- 
half years previous to November, 1922, he noticed 
floating spots in the right eye and although his vision 
was not impaired, the number of spots before this 
eye was increasing. For the past six years has had 
occasional attacks of shooting pain through his right 
forehead and complained from time to time of sen- 
sitive spots in his scalp. 

This patient has been seen and treated by a num- 
ber of excellent ophthalmologists, both here and in 
South America. From the reports that were sent 
to me by some of them I have culled the following 
facts. Both his blood and spinal fluid Wassermann 
reactions were negative. An injection of tuberculin 
produced definite increase in the symptoms of the 
eyes. His blood sugar was moderately increased and 


rael 
sease | 
The 
root | 
and 
ymp- 
1used 
ate- 
nose 
aUSES 
t of 
1 dis- 
S of 
dif- 
sease 
one 
e of | 
and 
s of 
This 
erve 
that 
erve 
er an 
f un- 
fac- | 
occur 
nasal 
nasal 
oO are 
dis- 
enjoy 
ated. 
area 
no 
The 
mid- 
pink 
ng is 
erves 
orru- 
in- 
o the 
al ac- 
loss 


AMERICAN 
JouRNAL OF SURGERY. 


278 


GOTTLIEB—CRANIAL NERVE MANIFESTATIONS. 


NovEMBER, 1923 


his intestinal contents showed a definite increase of 
toxic elements above the normal. He had been given 
several series of salvarsan injections followed by 
mercury and iodides. Tuberculin therapy was given 
for about two months. His intestine was washed 
and bac. coli was implanted in the lower bowel. His 
diet was regulated for the purpose of lessening his 
blood sugar content. Through all of this, his condi- 
tion became progressively worse. When first seen 
by me in November, 1922, his tonsils were small, 
_covered by a large plica and no pus could be squeezed 
out of them. He had a moderately high deviation 
of his septum to the right. The left middle turb- 
inate was enlarged. The sphenoidal sinuses did not 
show evidence of exposed or roughened bone to the 
probe. The left antrum was cloudy to transillumina- 
tion. 

The x-ray report of his sinuses by Dr. F. W. Law 
was, briefly, that the left frontal sinus showed a mod- 
erate involvement due to granulations. The right 
frontal showed a mild involvement in the median por- 
tion. The left ethmoid cells were clear, the right 
showed a mild involvement. 

The s-ray and nasal findings are no more than 
are found in the nose of the majority of people who 
live in this locality, so that on the nasal findings 
alone one would be disinclined to do anything rad- 
ical. 


The patient evinced a desire to see another eye 
specialist and I took him to see Dr. Charles May, 
whose report I shall summarize for the purpose of 
brevity: The right eye is normal except that minute 
opacities are seen in the vitreous humor but no vis- 
able changes in the choroid. The left eye presents 
considerable opacity of the vitreous of the same sort 
as the right. The fundus is the seat'of a few yellow- 
ish spots between the disc and the macula. On a level 
with the lower margin of the disc is a rounded red- 
dened area about one-quarter the size of the disc, 
with a well marked yellowish white center. Above 
and to the outer side of the disc, removed several 
disc diameters, is an area of limited detachment of 
the retina with edema, having an elevation of about 
one diopter. The vision in this eye is fingers at one 
foot. This is a form of central choroiditis with an 
apparent detachment of the retina. 


After several consultations with the ophthalmol- 
ogists, we finally agreed that no harm could come 
from breaking up the ethmoid cells and opening the 
sphenoid sinuses and that possibly this procedure 
would save his vision. Accordingly, on November 
“25, 1921, I opened both ethmoids and sphenoids 
under local anesthesia and within a few days, the 
patient had a subjective sensation that the left eye 
had improved. 

On December 24, 1922, the patient was examined 
again by Dr. May who reported as follows: “There 
is no question that there has been an appreciable im- 
provement in the left eye, and since no other treat- 
ment has been used we must give the interference 
with the ethmoids and sphenoids credit for having 
produced this result. The increase in vision of the 
left eye is not great, but it is unquestioned. He 
counts fingers today at four feet whereas the limit 


before the operation was one foot. I was not pre- 
pared for any such favorable change. It is impos- 
sible for me to say whether there will be any further 
improvement.” I venture to say that if the intra- 
nasal operation had been performed during the first 
year of his illness most of his sight would have been 
saved. 

The trifacial nerve has such a wide distribution 
and is so intimately connected with the other cranial 
nerves and the sympathetic nervous system that it is 
not surprising that the clinical picture may be so 
varied when one of its ganglia or branches is either 
irritated or diseased. It is not within the scope of 
this paper to consider the trifacial neuralgias which 
are only ameliorated by Gasserian ganglion surgery 
or injection of the spheno-palatine ganglion. I am 
dwelling only upon these nerve symptoms which are 
mitigated by nose and throat treatment. 

Most of the abnormal phenomena referable to this 
wetrve are variations of sensation from the normal. 
Theoretically, disturbances of motor functions of 
some of the muscles innervated by the motor root of 
the fifth cranial nerve should occur, I, personally, 
have not encountered them. The sensory phenomena 
may be anything from actual lack of sensation to 
severe pain. 

Anesthesia of one or more areas of distribution 
of the trifacial nerve from disease of the nasal acces- 
sory sinuses does occasionally occur. During the 
influenza epidemic of 1918, I was called to see a man 
who developed an acute ethmoiditis on his left side 
as a complication to influenza. The day after I first 
saw him he complained that the left side of his face 
had no sensation and he felt when lying on it as 
though his face were a piece of wood. As the eth- 
moiditis subsided the sensation of the skin of his 
cheek gradually returned. In this instance it is pos- 
sible to account for the anesthesia in only one of two 
ways, the superior maxillary division of the nerve 
may have been involved as it passes through the 
foramen rotundum either by virtue of the fact that 
the sphenoid sinus on that side was also involved 
or the disease traveled backward from the nose along 
the sheath of the nerve and blocked the entire trunk 
and all its connections. 

Reflex pains occur very often in disease of the 
nose and throat. Common among reflex pains are 
pains in the ear in acute inflammation of the tonsils, 
also from decayed teeth in the lower jaw, particularly 
when the molars are involved. In these instances 
the stimulation travels from one of the branches of 
the submaxillary division of the fifth nerve to the 
otic ganglion, thence via the small superficial petrosal 
nerve to the tympanic plexus and there if the stim- 
ulation is sufficiently severe it is manifested by ear- 
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ache. An outstanding example of reflex pain may 
be exemplified in the following case history: 

M. A., aged 29 years. Born in Russia. Window 
cdeaner. Past history has no bearing upon the pres- 
ent illness. This patient consulted me on account 
of a large phlegmon involving the cartilages of the 
right ala nasi with collateral edema and swelling ex- 
tending to the inner canthus of the right eye. There 
was decided tenderness of the tip and right side of 
the nose, but the patient complained bitterly of pain 
in the region of the first molar and second bicuspid 
teeth of the lower jaw on the same side, also of pain 
in his right ear. There was no evidence of inflam- 
mation of the right ear. The patient complained so 
much about the pain in his teeth that a dentist was 
summoned and after a great deal of persuading on 
the part of the patient, the dentist removed the two 
teeth mentioned. The teeth were not found to be 
diseased. The patient continued to complain of pain 
in the lower jaw even though the teeth had been 
removed. This pain and that in the ear subsided 
only when the abscess in the nose was incised and 
the inflammation began to subside. 


The skin of the lower portion of the nose receives 
its sensory nerve supply from two sources. The 
central portion is innervated by a twig from the 
nasal nerve which is a branch of the ophthalmic di- 
vision of the fifth, and the lateral part, by a twig 
from the infraorbital which is a branch of the su- 
perior maxillary division of the fifth. Reflex pain 
from the ear may travel one of two ways to the ears 
from the end of the nose, through the nasal nerve to 
the ciliary ganglion; then through its sympathetic 
root to the cavernous plexus on the internal carotid 
artery which communicates with the tympanic plexus 
in the tympanic membrane; the other and more likely 
route is through the infraorbital nerve to the spheno- 
palatine ganglion, then through the vidian nerve 
either via the carotid plexus of the sympathetic or 
the geniculate ganglion of the facial nerve thence to 
the tympanic plexus. Probably a combination of 
these routes may account for the reflex and the in- 
tensity of the stimulation may have propelled the 
impulse further via the small superficial petrosal to 
the otic ganglion, thence to the teeth of the lower 
jaw through the inferior maxillary division of the 
trifacial nerve. 


Absorption of toxic material from either the nose 
or the throat is very prone to cause neuralgia or 
neuritis of the branches of the trifacial nerve and 
its connections. When the neuralgia involves most 
of the branches of the nerves it is likely that the 
disturbance arises from irritation or disease of the 
Gasserian ganglion rather than disease of the indi- 
vidual trunks. The disease may be manifested by 
persistent headache more severe on one side, pain in 
one side of the face, and when extensive, there may 


be fullness in one or both ears accompanied by itch- 
ing or pain in the external auditory canals and oc- 
casionally tinnitus. This picture is very well de- 
scribed .in the following case: 


Mrs. A. H., aged 41 years. Born in United States. 
For many years has had muscular pains all over the 
body accompanied by headache most of the time. 
This condition has been so severe at times as to in- 


-terfere with the performance of a great many duties 


and the enjoyment of pleasures. During childhood 
and adolescence had frequent attacks of tonsillitis. 
For about two months prior to consulting me she 
had been suffering with pains in the left side of her 
face, fulness and slight pain of both ears and itching 
of the left external auditory canal. On inflation of 
the ears the pain in the ears was made much worse. 
She is very tender on pressure over the left supra- 
and infraorbital nerves and moderately so on pres- 
sure over the right. The left drum is moderately 
retracted but there is no evidence of a rash in the 
skin of either external auditory canals. The hearing 
capacity comes within the range of normal. The 
muscles over the entire body are tender especially 
at the attachment of those at the base of the skull. 
There is no evidence of disease of the paranasal sin- 
uses. The left tonsil is decidedly diseased, there 
being numerous pus enclosures in its body. The 
right tonsil appears to be in fair condition, The 
tonsils were removed and within one month all of 
her body pains, and headaches and ear disturbances 
disappeared. 


The picture depicted in the above case report is 
very common and often its extent and etiology are 
not discovered because the patient’s attention is 
focused on the symptoms referable to the ear and one 
may be led to consider the case chronic catarrhal 
deafness and treat it accordingly. The involvement 
of the communications of the trifacial with the 
nerves innervating the ears may be either a reflex 
phenomenon or a result of toxic absorption pro- 
ducing a direct irritation of the nerves as well. 

The eighth or auditory nerve is one of the most 
sensitive nerves of the body. Its function may be 
either partly or completely suppressed by factors that 
do not affect other nerves under similar circum- 
stances. Toxic material from foci of infection is a 
very frequent agent in the production of actual neu- 
ritis of the nerve itself. It niay be manifested by 
tinnitus only or by deafness of various degrees of 
severity accompanied occasionally by disturbances of 
vestibular portion of the nerve, the symptoms of 
which may be vertigo and falling. One of the most 
common symptom complexes of auditory nerve neu- 
ritis from focal infection is the absence of percep- 
tion of sound at various points in the musical scale 
together with a general contraction of the hearing 
capacity. 

A young woman was referred to me because of 
a chronic purulent ethmoiditis on the left side. Dur- 
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ing the course of our primary conversation, I noticed 
that she was hard of hearing. The patient said that 
her father, brother and sister were also deaf and that 
a Chicago specialist had told her about six years 
previously that she was suffering from otosclerosis 
and the condition was incurable. Both Eustachian 
tubes were found stenosed. Both drums were mark- 
edly retracted. The lower tone limit was elevated 
to 128 double vibrations per second, and the Rinne 
was negative on both sides. She could not hear 2048 
double vibrations or C4 fork with either ear but 
could hear up to 16,000 double vibrations with the 
.right ear whereas with the left ear she could hear 
up to 20,000 double vibrations. The watch could not 
be heard and the ability to appreciate spoken words 
was reduced to a distance of 9 feet and 7 feet with 
the right and left ears respectively. The symptoms 
of which she complained when she first consulted 
me were,—discharge from the left nostril, intermit- 
tent severe headaches, impaired hearing, tinnitus and 
mild attacks of vertigo. She was tender over the 
frontal sinuses. The right frontal and left antrum 
were dark to transillumination. The left ethmoid 
secreted a good deal of muco-purulent discharge and 
the left middle turbinate was large, edematous and 
had many polypi protruding from under it. 

This patient was suffering from two conditions 
relative to her ear, namely, chronic catarrhal otitis 
media and auditory neuritis. About one month after 
her left ethmoid was exenterated her capacity to 
hear was found increased. The low tone limit was 
lowered, the ability to hear the C4 fork returned 
on both sides, and the Galton whistle was heard up 
to 20,000 double vibrations on both sides. With 
additional treatment directed to her Eustachian tubes 
and middle ear, her hearing organs became suffic- 
iently serviceable for her to carry on an active busi- 
ness life without the difficulties experienced by her 


previous to her operation and treatment. 
REFERENCES. 
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COOPERATION OF THE NEUROLOGIST AND THE 
SURGEON. 


A little condescension on the part of the surgeon 
to request a neurological status in obscure or ill- 
defined visceral pain, would in a great measure pre- 
vent useless operative procedures. The neurologist 
himself can profit by the experience of the surgeon 
who discovers grave surgical conditions on the operat- 
ing table, which, through lack of cooperative study, 
have been considered functional in nature. Obvi- 
ously the neurologist must call to his aid surgical 
opinion. A diagnosis of functional disturbance 
should always be made with reservation, for many 
pitfalls await one who is bold enough to venture such 
an opinion.—Cuar.Les RosENHECK in the New York 
Medical Journal. 


THREE CASES OF OTITIC MENINGEAL 
INVOLVEMENT.* 
CuarLes E, Perkins, M.D. 


Surgeon, New York Eye and Ear Infirmary, etc. 
New York. 


The three patients whose histories I here relate al] 
recovered. 

CasE 1. The patient was a negro, 30 years old, 
admitted to the hospital May 17, 1921. His right 
ear had been deaf four and a half years, following 
an attack of mumps, associated with tinnitus and 
vertigo. A week previously he had pain in the right 
ear, for which myringotomy was done. Two days 
later myringotomy of left ear. This was followed 
by nausea, vomiting and vertigo. On admission 
both ears were freely discharging a bloody sero-pus, 
Total deafness on both sides, with a negative caloric 
test; nystagmus to right; past points and falls to 
left; temperature 1019, with some headache. Spinal 
fluid cells 440; Fehling’s +, globulins —. 

It seemed probable that we were dealing with an 
acute suppurative labyrinthitis, with beginning 
meningitis. The Neumann labyrinth operation was 
considered, but postponed for three reasons :—Ist, 
tne possibility of cerebellar abscess on the opposite 
side, as suggested by Dr. Dench, who saw the pa- 
tient with me; 2nd, the possibility of a syphilitic fac- 
tor, the patient being a negro; 3rd, inasmuch as he 
was absolutely deaf in the right ear, total loss of all 
hope of hearing on the left side seemed almost, if 
not quite as serious as the risk he was taking with- 
out labyrinthectomy. The operation was, therefore, 
postponed until the following day, when the Wasser- 
mann reaction was found to be negative, as was also 
the culture of the spinal fluid. Another lumbar 
puncture gave 90 cells per mm. and his general con- 
dition was improved. X-ray examination showed 
“large pneumatic mastoids on both sides, which were 
cloudy throughout”. Double mastoid operation— 
cells very extensive and contained clots and bloody 
sero-pus. 

Recovery uninterrupted. One month later spinal 
fluid was normal, 6 cells; Wassermann reaction neg- 
ative. He remained with total deafness in both ears 
and a negative caloric when seen a year and half 
later ; otherwise well. 


The case is of interest mainly as bearing upon the 
indications for the labyrinth operation. Had I done 
one on this patient, I would have felt that it saved 
his life. The free serous discharge from the left ear 
was at first believed to be due to meningeal fluid 
seeping through the labyrinth, which was conceived 
as injured during the myringotomy. A specimen of 
this fluid was collected and found free of sugar, 
which had been demonstrated in the spinal fluid. 
That he had a labyrinthitis, which resulted in total 
loss of function, is evident, whether serous or puru- 
lent does not appear, unless the presence in the spinal 
fluid of the 440 cells proves a purulent condition. I 


*Read before the American Otological Society at Atlantic City, 
N. J., May 14, 1923, 
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believe this could have been caused by the irritation 
from the inflammation in two large pneumatic tem- 
poral bones, with cells not only in mastoid, but, in all 
probability, in the pretous portion as well. 

Case II. The patient was a man of 20, who had a 
chronic purulent otitis media of the left side. The 
drum membrane was destroyed, the fundus was 
filled with granulations, but the discharge was 
scanty. During the week before I saw him he had 
had vertigo, with nystagmus to the uninvolved side, 
and, for two or three days, fever. He was admitted 
to the hospital on August 16, 1921; temperature 
103°; headache, stiffness of the neck; Kernig phe- 
nomenon, etc. Spinal fluid cloudy, under pressure, 
cells 6020; Fehling’s reaction — and globulins —. 
Culture of this fluid, reported 48 hours later show- 
ed “a large number of mixed germs, such as are 
found in chronic purulent otitis media; no strepto- 
cocci or capsulatus”. 

Neumann labyrinth operation was done at once. 
As the bone was being removed from the internal 
auditory meatus a small piece of dura was taken by 
the gouge, and a free flow of cerebro-spinal fluid 
took place. This continued for three weeks. The 
temperature the first week fluctuated between 100° 
and 103°, after which it was practically normal. 

Convalescence was uninterrupted. The man’s ear 
became dry, his health good, and, save for left-sided 
deafness, he remains apparently normal to the pres- 
ent time—about a year and a half after operation. 


In the after-treatment of this patient I inserted a 
strip of iodoformized gauze well down to the inter- 
nal auditory meatus. This was continued until the 
wound was practically healed, the object being to 
prevent infection of the bone or cerebellum. In two 
somewhat similar operations I have lost the patients 
from infection at this angle. One died of cerebellar 
abscess following bone necrosis, several sequestra 
being removed at the time of the evacuation of the 
abscess. The other refused operation, and an au- 
topsy was not allowed, but probably the patient died 
of cerebellar abscess. The wound never healed com- 
pletely—always there remained a sinus reaching to 
the region of the internal auditory meatus, at which 
point the probe encountered bare bone. In both pa- 
tients the operation was for meningitis, which was 
relieved, and, save for this infection, perhaps they 
might have survived. 

Case III. A man 27 years old, came to my clinic 
at the New York Eye and Ear Infirmary early in 
June, 1921, with a purulent otitis media on the left 
side, which had existed since childhood. There was 
free, foul-smelling discharge. Radical operation 
was advised. The dangers of the condition were 
pointed out to him, and he accepted the proposition 
for interference, promising to present himself for 
operation three days later. Before this time, how- 
ever, he was dissuaded by his wife, so I did not see 
him again until July 1st, when he came to the clinic. 
He then had a headache, a temperature of 101°, mod- 


erate vertigo, nystagmus to the involved side, and 
evidently sick. The hearing was good. 

He was placed upon the operating table, and spinal 
fluid was withdrawn. It was cloudy and under pres- 
sure. Later, during the progress of the operation it 
was reported to contain 22,000 cells, with a minus 
Fehling’s reaction and globulins +-+. This fluid 
under culture grew streptococci and staphylococci. 
The mastoid was completely broken down from 
cholesteatoma. A large area of dura in the middle 
fossa, and another in Trautmann’s triangle had been 
exposed by disease. These areas were covered with 
exuberant granulations. On account of the nystag- 
mus to the involved side, with evident intracranial 
involvement, it was believed that there was some ab- 
normal cerebellar condition. The dura was there- 
fore incised in Trautmann’s triangle and the cere- 
bellum explored with a grooved director. There 
was no flow of pus or cerebro-spinal fluid. A linear 
incision was made in the dura of the middle fossa, 
about one inch long, passing through the granulating 
area exposed by disease. No apparent discharge of 
pus or fluid, and very slight, if any, bulging of the 
brain. 

I regarded the prospect as hopeless, so I did not 
cut a meatal flap. 

For 24 days the temperature varied between 99° 
and 102.2’, after which it remained below 100°. He 
had headache, stiffness of the neck, positive Kernig 
sign, double Babinski phenomenon, double chocked 
disc, pains in his back and legs, which at times be- 
came excruciating, and during three days paresis of 
the external rectus on the involved side. During this 
time he did not past point, nor, except for two days 
after the operation, was there any nystagmus. The 
general plan of treatment consisted in repeated lum- 
bar punctures. When his headache and pains in the 
back and legs became severe, and his temperature 


elevated, spinal fluid was withdrawn. In all ten 
lumbar punctures were made as follows: 
Strepto- 
cocci and 
Date. Character. Cells. Fehl- Globu-  staphy- 
1921 ing’s. lins. lococci. 
July 1 Cloudy 22000 — ++ Positive 
July 5 Clear 540 + + Negative 
July 11 Turbid 1370 — ++ Negative 
July 15 Turbid 210 — ++ Negative 
July 25 Clear 300 + + Negative 
Aug. 5 Clear 1 + + Negative 
Aug. 12 Clear 93 + + Negative 
Aug. 19 Clear 70 + + Negative 
Aug. 25 Clear 68 + — Negative 
Sept. 8 Clear 46 — Negative 


He made a complete recovery, leaving the hospital 
after a two and one-half months’ stay, and remains 
well to the present time—over one and a half years 
since his sickness. 


A persistent elevation of temperature after a radi- 
cal operation for mastoiditis should lead one to sus- 
pect the possibility of a complicating brain abscess. 
If the fever shows wide fluctuations of temperature 
a sinus thrombosis is more probably the cause. 
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ESSENTIALS IN THE TECHNIC OF NERVE 
SUTURE: WITH REPORT OF 
TWO CASES.* 
Pau G. Lacrorx, B.S., M.D., 


Associate Junior Surgeon, Touro Infirmary; Instructor in 
Charge of Laboratory of Minor Surgery, 
Tulane University. 
New ORLEANS. 

Of recent years the technic of nerve suture has 
made such rapid strides that most of the time- 
honored methods of nerve grafting and tubulization 
of nerve defects by fascia and Cargile membrane 
have been supplanted by direct end-to-end suture. 
Good results have been obtained by this method. 
The two ends should be approximated without un- 
due tension. At times the cutting of scar tissue 
holding the segments of the nerve trunk higher up 
will allow the ends to come together. If this does 
not give the desired result, more relaxation can be 
obtaifed by flexing or extending the joint above and 
below the site of the injury. If the necessary re- 
laxation is still not sufficient abduction of the limb 
or transposition of the nerve trunk to shorter routes 
can be resorted to. In some cases where the dis- 
tance between the ends is great, grafting, lateral 
anastomosis or stretching of the nerve trunk may be 
employed. This, however, is harmful, because of 
the possibility of rupturing the nerve fibers and 
perineurium; therefore it should be used only as 
the last resort. According to Naffziger gaps of 10 
cm. (4% inches) or more in the chief nerve trunks 
of the extremities can be successfully bridged and 
end-to-end suture effected by the proper combina- 
tion of methods. 

Primary suture gives the best end-results. This, 
however, is not always possible; if an infection 
exists, it must be allowed to heal. Sufficient time 
must elapse to eliminate the danger from a latent 
infection before any operative procedure may be 
considered. All cutaneous and underlying scars 
surrounding the injured area should be excised, if 
possible, thereby allowing the nerve trunk to be in 
normal tissue. The nerve ends are then dissected 
out. According to Kennedy’ various conditions may 
be found: “both ends may present bulbs, that on 
the central end being larger; they may terminate in 
a tapering manner, enmeshed in scar tissue; or the 
central end may present a bulb, and the peripheral 
a terminal end.” When one of the above conditions 
is found, the ends of the nerves are sectioned until 
the normal appearance of the fasiculi is recognized. 

In suturing the nerve, we should use the smallest 
possible quantity of material and one which causes 
least irritation. Vaulair suggested enclosing the 


*From the Surgical Department of Touro Infirmary. 


ends in a membrane to prevent the surrounding 
fibroblasts from interfering with the regenerating 
process. Of recent years, Cargile membrane, fat, 
fascial strips, and veins have been used for this pur- 
pose. “This, however,” according to Kennedy, 
“leaves foreign material at the seat of suture which 
must be either encapsulated or absorbed; both of 
these processes are accompanied by considerable 
reaction; this may result in formation of new con- 
nective tissue which may prevent the desired result 
by its contraction.” Carl Huber?, after much ex- 
perimental work on nerve suture and transplants, 
states, that “as a general rule, it serves no specific 
purpose.” Frazier* says that “if the nerve sheath 
is carefully approximated with sutures, no further 
protections from the invasion of connective tissue 
are needed.” 

Two methods of suture are now generally used. 
One is that of suturing the perineurium only with 
several interrupted sutures so as to coapt the proxi- 
mal and distal ends without passing through the 
nerve tissue. The other method used is to pass 
one suture through and through the nerve sub- 
stance, thus approximating the two ends. Accord- 
ing to Kennedy, the objections to the first method 
are “that more material is left at the seat of suture 
and that although the periphery is closely coapted, 
the two surfaces bounded by it are not so well held 
together as with a through-and-through stitch, and 
may be separated by a blood clot.” The American 
authorities are inclined to favor the method of 
suturing the perineurium only while the foreign 
authorities, more especially the British, prefer the 
through-and-through suture method. 

In regard to the suture material used, we also have 
two schools—one using absorbable sutures (finest 
chromicized catgut) and the other nonabsorbable 
(silk and linen). Good results are reported by 
both. 

The suture of mixed nerves (eg., radial and 
ulnar) gives less satisfactory results than that ob- 
tained in a purely sensory or purely motor nerve, 
because in the former type (mixed), the result will 
be complete only if the approximation of the section 
of the nerve was topographically accurate (G. Wil- 
liams). Gwyne Williams‘ says that the recovery in 
any muscle is proportional to the distance of the 
lesion from the entry of the nerve into the muscle, 
and the recovery takes place most quickly where 
the lesion is most peripheral. 

The after-treatment is of great importance; mas- 
sage, contrast baths, resistive exercise and galvanism 
must be persistently and: faithfully continued until 
voluntary movement has returned. 
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CasE I. John S., aged 10 years, fell on milk bot- 
tle in 1921, cutting right wrist. He was seen about 
one-half hour after the injury at the Touro Infirm- 
ary. On the anterior aspect of the wrist there was 
a jagged wound one inch long running parallel to 
the annular ligament; no sensation on palmar aspect 
of fingers and on dorsum of fourth and fifth fingers ; 
lexion of fingers and hand impaired. Under local 
aresthesia (apothesine ), the wound was 
débrided and then enlarged; the palmaris longus, 
flexor carpi radialis and sublimis digitorum tendons 
and ulnar and median nerves were found completely 
severed. The tendons were sutured end-to-end with 
fine black silk; the median and ulnar nerves were 
sutured with interrupted oo chromicized catgut su- 
tures, passing through the perineurium only. No 
fat, fascia or vein was put around the suture line. 
A dorsal plaster splint was applied with the hand in 
palmer flexion. Wound healed by first intention. 
After three weeks, resistive exercise begun. One 
mouth following the injury the patient had sensation 
in all but the fourth and fifth fingers ; flexion and ex- 
tension of fingers still limited, not painful. A week 
later, patient had sensation to heat and cold, and 
gripping power in both hands was equal, and sensa- 
tion was normal. 

Case II. Laverne G., 9 years old, on May 2, 
1922, fell, cutting right wrist on milk bottle. There 
was a transverse wound 1% inches long on the 
anterior aspect of the wrist at the level of the 
styloid process of the ulna. Sensation absent on 
palmar aspect of all the fingers and the dorsum of 
fourth and fifth fingers; flexion and extension of 
fingers limited. Under local anesthesia (apothesine 
%%) the wound was débrided and enlarged. The 
medium and ulnar nerves, palmaris longus, flexor 
carpi radialis and ulnaris and sublimis digitorum 
tendons were found severed. The skin flaps were 
dissected up and down so as to identify the proximal 
and distal ends of the tendons and nerves. End-to- 
end suture of the tendons with black silk. The 
nerves were sutured end-to-end, using fine chromi- 
cized catgut, interrupted stitches through the peri- 
neurium only. The skin was sutured with silkworm- 
gut. A dorsal plaster splint was applied with the 
hand in palmar flexion. Wound healed without in- 
fection. June 2nd, splints removed and resistive 
exercises started. July 10, 1922, sensation is nor- 
mal in all fingers except fourth and fifth. All move- 
ments of hands and fingers are limited. _ August 
17, 1922, the patient has sensation to pointed ob- 
jects and heat and cold in all fingers ; gripping power 
in both hands equal; no deformity noted. 

SUMMARY. 
1. Primary end-to-end suture gives the best re- 


sults, 

2. Secondary suture can be attempted only when 
sufficient time has elapsed to eliminate infection. 

3. The majority of nerve defects can be corrected 
by end-to-end suture. 

4. Tubulization of nerve defects is obsolete and 
unnecessary. 


5. The extremity must be immobilized and the 
suture line free from tension, 
6. The after-treatment is an essential adjunct. 
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HOT BULB CAUTERIZATION OF THE 
UTERINE CERVIX. 
Asa WESTON CoL.ins, M.D., F.A.C.S., 


SAN FRANCISCO. 


The general practitioner, the gynecologist, and the 
surgeon are confronted daily with the problem of 
treating women suffering from leucorrhea and other 
symptoms due to endocervicitis and metritis. The 
usual treatment, barring complications, or an intra- 
abdominal etiology, is confined to local applications 
of iodine, silver nitrate, caustics, or the galvanic 
cautery. Even thorough curettage is not always sat- 
isfactory, and entails both time and suffering. 

The use of the hot bulbs shown in the illustration, 
has been so successful that it merits a thorough trial. 
I believe it will meet with success in a great majority 
of uncomplicated cases, with no danger, suffering, 
or loss of time. 

Three or four applications of the bulbs will usual- 
ly be sufficient. The modus operandi is as follows: 
An ordinary vaginal speculum is introduced so as 
to give a good view of the cervix. The secretions 
are wiped away and, beginning with the smallest 
size, a bulb is introduced into the cervical canal and 
followed by a larger size until the largest size that 
can be passed without force is selected. (The wire 
can be bent to conform to the shape of the cervical 
canal.) 

The selected bulb is heated over a large alcohol 
lamp until it is hot (as hot as a soldering iron) 
passed into the canal for a distance of an inch or 
an inch-and-one-half, and immediately withdrawn, 
after which the same size or a size larger is passed 
in the same manner. It is well to have the lamp 
close to the patient so no time is lost in transferring 
the bulb to the diseased tissue and to be cautious, at 
the first treatment, not to allow the patient to see 
the heating process—for obvious reasons. There 
is no pain and subsequent treatments will not be 
feared. 

The bulbs shown in the illustration are 14, 20, 
24, 28, 30 French in size; and the instrument is 8% 
inches long and made of German silver. 
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At least a week should intervene between appli- 
cations to give time for the slough to come away. 
It can be easily seen by those familiar with treating 
this common malady, that a sufficient amount of heat 
is retained in the bulb to completely cauterize the 


SS “OD 


diseased tissues without subjecting the vagina to any 
heat whatsoever. In over a hundred cases extend- 
ing over a period of three years I have not seen a 
bad result from the use of the bulbs, such as scar 
formation. 

126 Post STREET. 


RECURRENCE OF URINARY CALCULI. 
A. STRASBERG, M.D., 


MonrTREAL, 


The re-formation and recurrence of urinary cal- 
culi will continue to present itself to the urologist 
as a formidable problem. Time and again patients 
return, in some cases as early as six months, in 
others within two years of a lithotomy, with clinical 
evidence of calculus in the urinary tract. In the 
majority of cases the calculus re-formation is on the 
side of the previous lithotomy. In those far less 
frequent cases, where the calculus precipitation is 
on the opposite or only remaining side, there is pos- 
sibly some unknown factor at work which favors salt 
sedimentation. This undesirable factor probably re- 
sides in the mechanism of urinary secretion which 
has been materially altered once surgical procedure, 


such as a nephrectomy or ureterotomy, has been re- 
sorted to. It is this apparently perpetual tendency 
to stone precipitation in the one remaining kidney 
which baffles the operator and binds his hands, as 
it were. 

Our knowledge of the causative factors of cal- 
culus sedimentation is very indefinite and purely 
theoretical. Stagration of highly concentrated urine 
is the important element. Other contributing causes 
are infection, olighemia, lithic diathesis, etc. A re- 
view of the literature discloses the remarkable fre- 
quency of the recurrence of calculus formation—in 
from 30% to 50% of cases. A large proportion of 
these recurrences can be attributed to, first, a faulty 
operative technic and, second, a disregard for the 
sequelae of the inflammatory condition usually asso- 
ciated with calculus in the urinary tract. 

A recent article by Iwano on the chemical analy- 
sis of urinary stones emphasizes the fact that foreign 
bodies, such as cotton strings, sutures, and gauze, 
among others, form the nuclei. From this, we can 
readily infer the extreme caution necessary, during 
an operation, to avoid allowing any gauze swab or 
pads from coming in contact with the lumen of the 
urinary tract. Furthermore, incisions into the ureter 
or pelvis should not be sutured, lest fragments of 
the suture material should be detached within the 
lumen and be potential nuclei of stones. An added 
precautionary measure would be a thorough post- 
operative flushing of the kidneys, washing away all 
detritus or foreign bodies in the urinary tract. 

Again, in the majority of urinary calculi cases, 
infection is present, i.e., pyelonephritis, pyelitis, 
ureteritis, etc. The sequel of these is a narrowing 
or stricture of the lumen, which impedes the free 
urinary flow, and which is not at all influenced by 
the removal of the occluding stone. The physical 
law, that the flow of liquids through tubes is much 
retarded on account of friction, not only among the 
particles of the liquid, but between the liquid and 
the walls of the tube obtains here. This latter fric- 
tion is the more important of the two and increases 
in proportion to the roughness and constriction of 
the tube. 

A secondary cause, therefore, is present in the 
inflammatory condition of the urinary organs. The 
question that presents itself to us now then is, what 
measures are we to adopt in order to counteract this 
factor, which undoubtedly plays a lithogenic role? 
Again, when does this factor become operative? 
That has been unascertainable, but it is a known fact 
that patients have returned as early as six months 


following a lithotomy with all the indications for * 


another lithotomy or more serious operation. There- 
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fore, to be on the safe side, any measure or meas- 
ures that are to be instituted must be employed 
within six months following discharge from hos- 
pital. The only conceivable measure is that of fre- 
quent dilatation of the ureters, beginning at the 
earliest possible time following a lithotomy. The 
frequency of these depends on the cystoscopist’s 
judgment and the type of patient. These cysto- 
scopies should be combined with roentgenograms. 
These dilatations will have a twofold object, first 
that of decreasing the tendency to stagnation of 
urine, and second, they will stimulate peristalsis in 
the ureters, thus eliminating from the lumen, stones 
so small that they are not sufficient to offer obstruc- 
tion to the ascending ureteral catheter and in addi- 
tion are not visible by x-rays, but which are capable 
of growing in the presence of suitable environment. 
The necessity of the observation of the patient for 
at least one year should be impressed on him and 
he should be warned of the possibility of the re- 
currence of calculi. All that has been said in refer- 
ence to the recurrence of calculi, in pelvis or ureter, 
can with more or less force be applied to vesical 
calculi. 
161 ESPLANADE AVENUE. 


COMPLETE ESOPHAGEAL OBSTRUCTION 
IN CARDIOSPASM. 
Porter V. Vinson, M.D., 


Section on Medicine, Mayo Clinic, 
RocHESTER, MINN. 


Complete obstruction of the esophagus for a peri- 
od of from twenty-four to forty-eight hours is often 
experienced by patients suffering with cardiospasm. 
In a previous report* it was pointed out that in 301 
cases, 53 patients had had complete esophageal ob- 
struction for as long as twenty-four hours, and one 
patient had been observed in whom complete ob- 
struction had been present for eighteen years. Com- 
plete closure for any great length of time, however, 
is rare. The case reported herewith is of this type: 


Case A436568, Mr. W. F., aged sixty-four years, 
was examined in the Mayo Clinic, August 8, 1923. 
Three years before he had noted obstruction to both 
solid and liquid foods in the lower substernal region 
with frequent regurgitation. At the beginning the 
obstruction was intermittent, but it gradually became 
worse. The symptoms were attributed to a gastric 
ulcer, and in April, 1921, a gastro-enterostomy had 
been performed without benefit. In June, 1922, 
complete esophageal closure had occurred, and after 
four days, a gastrostomy was performed, after 
which the patient was unable to force any type of 
ti ee the cardia. He had lost 21 pounds in 
weight. 


*Plummer, H. S. and Vinson, P. P.: Cardiospasm: A report of 
301 cases. Med. Clin. N. Amer., 1921, 5, 355-369. 


Roentgenographic examination in the Clinic re- ‘ 
vealed typical cardiospasm (figure 1). August 9 q 


and August 11 the cardia was dilated with a hydro- 
static dilator, and complete relief from dysphagia 


Fig, 1, (Case A436568). Esophagus, showing typical cardiospasm. 


followed. In five days the patient gained 10 pounds. 
Further roentgenographic studies failed to show any 
obstruction of the barium meal at the cardia. The 


Fig. 2. (Case A436568). Appearance of the patient at the time 
of dismissal. 


patient was allowed to return home one week after 
the first dilatation, the gastrostomy wound having 
practically closed (figure 2). 
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JEJUNAL STRICTURE DUE TO ASCARIS 
LUMBRICOIDES. A CASE REPORT. 
VINCENT ANTHONY Lapenta, M.D., 
INDIANAPOLIS, IND. 


The knowledge that intestinal parasites can cause, 
at times, the most imposing pathological states has 
been long established. Nevertheless, the relative 
rarity of the major lesions caused by parasitic infes- 
tation leads one, often, to fail to take in considera- 
tion the possibility of such etiological factors in the 
diagnostic process. Were we to bear in mind 

‘clearly the serious disturbances these parasites can 
give rise to, from simple nervous conditions to epi- 
leptiform attacks, from mild toxemia to pernicious 
anemia, to hepatic cysts and abscesses, the examina- 
tion of stools for the detection of tiese infections 
would become a more frequent practice in our diag- 
nostic efforts. 

Among the most common parasitic infestation of 
the alimentary tract, the ascaris lumbricoides is the 
most frequent in occurrence. The presence of even 
a few of these parasites can, in susceptible subjects, 
give rise to symptoms of hysteria, serious nervous 
disturbances, attacks of cerebral congestion and 
toxic manifestations and anemia. 

There are over two hundred species of the ascaris 
and it is ascertained that man can often be the host 
of this parasite from the cat and dog. 

Cases are reported of perforation of the gut and 
invasion of the peritoneal cavity giving rise to sub- 
sequent abscesses. The ascaris have been found in 
a few cases in the common duct and gall-bladder, 
having gained entrance through a relaxation of 

_ Oddi’s sphincter. McFarlane reported, in 1898, 20 
cases of liver abscesses due to the ascaris. Knotted 
masses have caused intestinal obstruction. H. B. 
Ward' in treating of the toxin produced by these 
parasites reported cases of intoxication and nervous 
manifestations occurring in laboratory workers 
handling them. 

The case here reported is of extraordinary inter- 
est on account of the grave lesions produced by the 
ascaris. This patient manifested severe disturbances 
of the nervous system with marked nutritional alter- 
ations, and had been for nearly five years a com- 
plete invalid. 

Mrs. C. S. S. presented herself on December 8, 
1913, complaining ‘of digestive disturbances, charac- 
terized by pains in the epigastric and right hypo- 
chondriac regions, which, while constantly present, 
were usually greatly intensified about two hours 

after eating. These symptoms dated back four or 


five years, but in the preceding few months previ- 
ous to this consultation, all the symptoms had in- 


creased in intensity. The patient had attacks of 
vomiting. The anorexia was very marked. She 
was very emaciated, having lost over forty pounds 
within the preceding two years. She exhibited well- 
defined neurasthenic and psychoneurotic manifesta- 
tions, with a tendency to hypochondriasis. She re- 
ported that two weeks before her vomitus contained 
some blood and she had several dark stools. 


Her father and mother were living and well. She 
did not remember the diseases of childhood, but 
believed that she had had palpitation of the heart 
for years. She was the mother of three living chil- 
dren, but all of her gestations had been of seven 
months duration. All the children living and well. 
She related that her nervousness started since the 
beginning of her digestive disturbances. 

Physical examination: She had excellent skeletal 
development, but was very much emaciated. The 
head, neck, cardio-vascular system, negative. The 
heart was normal, showing only slight tachycardia. 

The blood showed hemoglobin 80%, slight poiki- 
locytosis, very slight anisocytosis, otherwise normal. 


Neutrophiles 65% 
Small lymphocytes 8% 
Large lymphocytes 17% 
Basophiles 5% 
Transitionals 3% 
Eosinophiles 2% 


The stomach was distended and atonic and ex- 
tended about two centimeters below the umbilicus. 
In the right hypochondriac region the distended duo- 
denum could be felt, with a splashing sound on pal- 
pation. There was generalized abdominal tender- 
ress. The patient firmly refused radiographic ex- 
amination because of a phobia of electrical appar- 
atus. She related that she had been under constant 
medical treatment by numerous physicians for sev- 
eral years, without benefit, and she insisted on an 
exploratory operation. The tentative diagnosis was 
chroric duodenal ulcer. 


At operation the stomach was found dilated and 
atonic, the pylorus normal. The duodenum was 
distended and no sign of ulcer could be found, much 
less a reason for the distention. Within the jejun- 
um, a ropy hard mass was felt, which seemed to be 
lodged near the duodeno-jejunal juncture. A cicat- 
ricial stenosis was noted associated with dense ad- 
hesions. The bowel was opened and seven large 
round worms were removed. Near the duodeno- 
jejunal juncture a thick stricture was found. It 
was deemed best to do a gastro-jejunostomy for this 
stricture, rather than a resection, on account of its 
location, which rendered an excision hazardous, as 
it also involved the fixed retro-peritoneal portion of 
the duodenum, and also because of the adhesions 
extending to the posterior peritoneal cavity. The 
patient made on uneventful recovery. She has been 
seen from time to time. A month ago she presented 
herself suffering from a slight secondary anemia. 
She was perfectly well otherwise and has enjoyed 
excellent gastric function since her operation. 
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THE INSUFFICIENCY OF ALCOHOL STER- 
ILIZATION OF INSTRUMENTS. 


In some hospitals, and by some surgeons, scalpels 
are prepared for use by immersion in boiling soda 
solution for one-half to one minute; still more com- 
mon is the practice of sterilizing scalpels by immer- 
sion in alcohol for from five to thirty minutes. 
Both methods have come into being as substitutes 
for prolonged “boiling” which dulls the edges of 
knives and delicate scissors. Those of us, however, 
who have suspected that neither of these substitute 
measures can be entirely depended upon to kill all 
varieties of pathogenic bacteria—especially the spor- 
ulating organisms—will find ample ground for their 
misgivings in the experience reported by Robert 
Nye and Tracy Mallory in The Boston Medical and 
Surgical Journal, October 18, 1923. They record 
the occurrence, within forty-eight hours, of two 
fatal operative wound infections by bac. aerogenes 
capsulatus, at the Boston City Hospital, where it 
had been the practice to “sterilize” knife blades, scal- 
pels and scissors—previously cleansed in soap and 
water—by placing them for five to twenty minutes 
in 70% alcohol. It was found that but a couple of 
days before the operations upon these two patients 
a man was operated upon at the hospital for a gun- 
shot wound of the leg infected with bac. aerogeries 


capsulatus. Testing the various operating room 
matericl, there was grown from a knife blade in the 
instrument cabinet gas- forming, Gram - positive, 
sporulating bacilli with rounded ends. Injection of 
a subculture into a rabbit produced a condition typi- 
cally that caused by the Welch bacillus or one of 
the same group. 

Since this experience, alcohol sterilization of scal- 
pels and scissors at the Boston City Hospital has 
been replaced by “boiling” them for twenty minutes 
with the other instruments, the Bard-Parker blades 
being discarded after a single use. This is certainly 
much the safer procedure. It seems to us, however, 
that even one twenty-minute contact with boiling 
water is apt to spoil the keenness of a knife blade. 
There must be some method of sterilization that can 
be depended upon to kill anthrax, gas-forming, and 
other resistent organisms on knives and scissors 
without dulling them. Probably immersion in pure 
phenol, from which the instruments can be trans- 
ferred to alcohol, is such a method. Both its reli- 
ability and the time required to kill spore-bearing_ 
bacteria can be determined by tests. 


PRECANCEROUS GASTRIC ULCER. 

Several years have now elapsed since the doctrine 
was enunciated from the Mayo Clinic that a high 
percentage of gastric ulcers became cancerous and 
that many gastric carcinomata have their origin in 
simple ulcers. Beyond recalling the statement of 
Wm. J. Mayo that “in 54 per cent. of the 69 cases 
of cancer of the stomach operated upon in 1905 by 
Dr. C. H. Mayo and myself, the clinical histories 
and pathologic examinations of removed specimens 
made it certain that the cancer had its origin in ul- 
cer,” and that of Wilson and McCarty that “of 153 
cases of undoubted cancer ... 109 (71 per cent.) 
gave enough gross and microscopic evidence of prev- 
ious ulcer to warrant labelling them ‘cancer develop- 
ing on ulcer’,” it is unnecessary now to review the 
publications of Graham (1906), Mayo (1907) and 
Wilson and McCarty (1909) that furnished the tri- 
pod clinical. surgical and histo-pathological support 
for this doctrine, concerning which the Mayo Clinic 
publications of more recent years have supplied fur- 
ther evidence . 

Moynihan and some other observers have also 
recognized gastric ulcer as a precurser of cancer in 
a fairly large, though very much smaller percentage 
of instances. That stomach ulcers do occasionally 
furnish a base for malignant degeneration and pro- 
liferation has never been denied, we believe; indeed, 


- it has been generally accepted. But that this occurs 


ER, 1923 
She | 
well- | 
festa- 
ained 
but 
eart 
even 
well, 
the 
letal 
The 
The 
rdia. 
ex- 
uo- 
al- 
ler- 
ar- 
ant 
an 
as 
nd 
as 
ch 
be 
it- 
d- 
It 
is 
ts 
1S 
yf 
e 
n 
d 


288 AMERICAN 
st! TourNAL OF SURGERY. 


EDITORIALS; PROGRESS IN SURGERY 


NovemBeEr, 1923 


with anything like the frequency claimed by the 
Mayo Clinic has been much disputed. It has been 
repeatedly asserted that the pathologic evidence pre- 
sented—and it is by this that the doctrine must sur- 
vive or perish—has represented a faulty interpreta- 
tion of the significance of certain cell growths and 
displacements. 

The authority and large-scale clinical and patho- 
logical studies of the Mayo Clinic, on the one hand, 
and the scepticism and denials of so many equally 
earnest inquirers, on the other, leave so much room 
for doubt that it seems worth while to review the 
latest published utterance on the subject—that of 
John Morley of Manchester, England, in The Lan- 
cet, October 13, 1923. His study is of cases under 


his own care, which he divides into three groups. - 


Group 1 is of fiftv gastric (including one gastro- 
jejunal but no pyloric or duodenal) ulcers, which 
were widely removed (partial gastrectomy in all but 
two cases) and studied microscopically. After de- 
scribing the findings that. in six of these stomachs 
“might conceivably be held to indicate the earliest 


phase of a malignant degeneration” he summarizes: 


We have, therefore, in this group 5 definite cancers, 5 
ulcers which some might suppose to be early cancers, but 
which I consider to be healing simple ulcers, and 40 simple 
ulcers which I believe no competent morbid histologist could 
accuse of malignancy. 


Group 2 is of ten cases of chronic ulcer in which 


simple gastro-enterostomy was done. 

Of these 10 cases, 1 was well for a year and then relapsed 
and died of hematemesis in the medical wards of the Royal 
Infirmary, when post-mortem examination showed an active 
simnle ulcer: I was in good health for five years and then 
died of lung trouble without any gastric symptoms: the 
other 8 cases are alive and well 4, 6, 4, 3, 10, 10, 9, and 1 
year after operation. 

Group 3 consists of 56 cases of clinically proved 
cancer of the stomach. 


Forty-six of these cases were operated on, but in only 11 
was IT ate to do a gastrectomy, and I have only been able to 
trace the specimens and microscopical sections, the final 
Almost all of those operated on without re- 
moval of the growth. however. showed, besides the primary 
growth in the stomach, definite and advanced metastases 
either in the glands, the peritoneum. or the liver. I think, 
therefore. that there was no possibility of error in the diag- 
mosis of the 46 cases onerated on. Of the remaining 10 of 
the series, in 4 the clinical diagnosis, in each case based on 
a char-cteristic history with a large palpable mass in the 
stomech. was confirmed hy +-ray examination. In the re- 
m=*nine 6 cases there was a characteristic tumor in the 
enig>strium. with. in all hut one case, secondary masses in 
the liver or omentum, and in the one case without them the 
history ard the palpable tumor were tvpical of cancer of the 
hardy of the stomach. I have carefully excluded a number 
of cases in wh'ch the evidence in support of the diagnosis 
was mot quite conclusive, or in which the records were in- 
comnlete. and I have no doubt that all the 56 cases were 
genuine cancers of the stomach. 

In only three of the 56 cases did the clinical history afford 
any evidence at all of a preceding simple ulcer, and in all 
three the evidence was inconclusive. 


In 54 cases of proved cancer of the stomach in which the 


nroof. in 


point is specifically recorded, the average duration of gastric 

symptoms was 12.7 months (the longest being five years and 

shortest five months). In the 45 cases of proved simple 

ulcer in Group 1 (excluding the five cases of cancer), the 

average duration of pre-operative gastric symptoms was 10.3 

years (the longest being 33 years and the shortest one year). 
* * * 


From these observations Mr. Morley concludes: 


(1) While one cannot deny the possibility of cancer de- 
veloping in the edge of a chronic gastric ulcer, or in some 
part of a stomach that is or has been afflicted by a chronic 
gastric ulcer, this investigation provides no evidence that the 
development of cancer on gastric ulcers occurs with any- 
thing like the frequency claimed by some authorities. The 
evidence set forth in this paper points to the conclusion that 
a patient with a chronic simple ulcer of the stomach is little, 
if at all, more liable to cancer than a healthy individual. 


And he adds: 


(2) I find that roughly 30 per cent. of cases of cancer of 
the stomach give rise to symptoms which simulate more or 
closely these which we usually associate with simple ulcer, 
and I hold that it is this ulcer-simulating cancer which is 
responsible for the belief in the cancerous degeneration of 
simple ulcers. 


The doctrine that gastric ulcers often develop can- 
cers has been one of the reasons for urging not only 
surgical treatment but radical extirpation. Perhaps, 
however, the discussion is, after all, largely academic 
for it is now conceded by the physician that ulcers 
that do not yield to medical treatment should be sur- 
rendered to the care of the surgeon, and it has been 
the experience of the surgeon that radical removal 
of the ulcer is the most reliable method of operation. 


CORRECTION 

A typographical error appeared in the first 
paragraph of the article by Dr. Benjamin Brab- 
son Cates in the September issue of the JourNAL. 

The opening sentence should have read “The 
ultimate object of cleft palate operations is to 
secure a firm diaphragm for the roof of the mouth 
and at the same time have a soft and fle-ible 
velum.” 


Progress in Surgery 


Selections from Recent Literature 


Objections to the Use of “One Lethal Dose” Method 
in Malignancy. CHartes H. Nims, Hot Springs Na- 
tional Park, Arkansas. The Journal of Radiology, Oc- 
tober, 1923. 

There are two theories as to the effects of x-rays on 
cancer cells. The “lethal dose group,” if we may so 
call it, believes that the cell is killed by direct action of 
the ray, acting more efficiently perhaps, when the cell 
is in active karyokinesis. The other group holds that 
the death of the cell is secondary, being brought about 
largely by the vascular changes induced by the treat- 
ment. These changes in the blood and blood vessels 
allow the cells to starve, as it were. 

The writer believes that both elements enter into the 
death of the cell, but that the action on the supporting 
tissue and blood is of more importance than the effect 
on the cell itself. 

The cancer cell is not killed by “one lethal dose” only, 
but largely by the action on the supporting tissues. The 
proper dosage is one that stimulates the supporting tis- 


Va 
sue 
an 
rac 
oft 
len 
to 
O 
wit 
of 
out 
tur 
| tro 
wh 
the 
of 
rad 
of 
vin 
ton 
indi 
of 
pea 
pha 
T 
typ 
ame 
inc 
we 
qui 
effe 
ray: 
of t 
dan 
radi 
Lat 
A 
freq 
of t 
The 
is g 
sicia 
var 
fir 
mo 
Clin 
ROCs 
eith« 
logis 
The 
T 
viev 
xX. 
B 
orrh: 
of t 
any 
thera 
The 
tion. 
areas 
a filt 
six 
Mark 
clude 
The 


Vor, XXXVII, No, 11. 


PROGRESS IN SURGERY 


AMERICAN 89 
JourRNAL OF SuRGERY. 2 


sues to the utmost, arouses only a mild negative reaction 
and decrease of leukocytes, and avoids severe general 
radiation sickness. This dose should be repeated as 
eften as conditions will permit for a period varying in 
length in proportion to the size and nature of the lesion 
to be eradicated. 

On the Use of Radium to Induce Atrophy of the Fau- 
cial Tonsils—Histologic Evidence. WaALTER A. 
WE tts, Washington, D. C. The Laryngoscope, Sep- 
tember, 1923. 

The failure of x-rays to produce satisfactory results 
with the tonsils is to be attributed to the impossibility 
of concentrating a sufficient dosage on the organs with- 
out doing damage to neighboring or intervening struc- 
tures. 

Radium possesses the capital advantage of being in- 
troducible into the center of the tonsil parenchyma, 
where its greatest influence is exerted, lessening toward 
the periphery. The tonsil is made up largely of a mass 
of lymphoid cells, peculiarly susceptible to the effects of 
radiation, and therefore an ideal organ for this method 
of treatment. 

That an actual decided atrophy can be induced is con- 
vincingly shown by the study of specimens of a radiated 
tonsil compared with its non-radiated fellow. This is 
indicated especially by the degeneration and disimtegration 
of the lymphocyte obliteration of the germinal cells, disap- 
pearance of the follicles, and shrinkage of interstitial lym- 
phatic tissues, with general fibrous tissue replacement. 

The atrophy induced, while varying with individual 
types of tonsils, will in general be in proportion to the 
amount of radium and duration of exposure. By the 
increase of one or both or by a repetition of treatment 
we may bring the atrophy to as complete a state as re- 
quired. As the walls of the container act as a screen, 
effective for the elimination of the caustic and irritant 
rays, and in consideration of the peculiar susceptibility 
of tonsil tissue as compared to surrounding structure, the 
danger of producing a burn by this method of using 
radium in intelligent hands is practically negligible. 


Lateral Aberrant Thyroids and Their Tumors. (Les thy- 
roides aberrantes latérals et leurs tumeurs.) A. VENOT, 
A. ParceticerR ET H. Bonnin, Bordeaux. Revue de 
Chirurgie, No. 6, 1923. 

Attention is called to a group of tumors of the neck 
frequently incorrectly diagnosed and removed as glands 
of the neck which are aberrant lateral thyroid glands. 
These thyroid bodies are probably more common than 
is generally believed, but patients do not consult a phy- 
sician until the tumors have grown to large size. They 
vary in size from that of a pea to that of an orange, are 
firm in consistency, occur singly usually, and most com- 
monly are situated along the sterno-mastoid muscle. 
Clinically, they produce no symptoms as a rule, though 
occasionally the patient may experience pains in the 
neck, shoulder, and arm. Histologically, they present 
either normal thyroid tissue or that of a cyst. Patho- 
logically, they are not infrequently the seat of carcinoma. 
The surgical indication in all cases is their removal. 

Twenty-five collected published cases are briefly re- 
viewed, 

X-Ray Therapy of the Thyroid Gland. Joun G. Wu- 
LiAMS, Brooklyn. New York Medical Journal and 
Medical Record, October 17, 1923. 

Burns in these cases are possible, just as death from hem- 
orrhage is possible in the surgical treatment, but neither 
of these accidents should occur. Williams is unable to find 
any reports of damage to the parathyroids through x-ray 
therapy, though there are many reported due to surgery. 
There is no great danger of hypothyroidism following radia- 
tion. The technic has been to treat the thyroid and thymus 
areas on each side separately, using 4 mm. of aluminum as 
a filter—nine inch spark gap at a distance of nine inches for 
six minutes to each area. Latterly where the tonsils show 
marked hypertrophy and evidence of disease, Williams in- 
cluded them in the area to be treated, extending the distance 
to twelve inches and time to nine and one half minutes. 
The second treatment is given three weeks later and the 


third treatment four weeks after the second, the interval 
between treatments being extended one week longer than 
each preceding interval. In this way Williams believes 
there is no danger of giving too much treatment. This is 
not a routine treatment for all cases, as the cases vary 
in their degree of toxicity and the amount of treatment 
given varies accordingly. 

Usually at the third visit seven weeks after the first 
treatment there is noted a slowing of the pulse rate and an 
amelioration of the nervous symptoms. After this the 
patient begins to regain some of the previous loss in weight. 
The eye symptoms and the goiter are last to show improve- 
ment and frequently do not wholly disappear. The number 
of treatments necessary varies from three to nine with an 
average of about five. 

All cases of hyperthyroidism should be treated with rest 
and x-ray therapy. 

Those cases not completely cured are better surgical risks 
after this treatment. 

X-ray therapy is indicated where symptoms persist after 
surgery is indicated when complete removal of growth 
seems possible, to be followed by prophylactic radiation. If 
inoperable, intensive x-ray therapy offers probability of 
some relief and possibility of cure. 


The Treatment of Hypothyroidism by Thyroid Trans- 
plantation. ALsert Kocuer, Berne, Switzerland. The 
British Medical Journal, September 29, 1923. 

The Kochers have done 214 thyroid transplantations 
in man. Amongst the 214 there were about 10 cases of 
congenital total absence of thyroid gland; in these cases 
the results are, as a rule, not satisfactory, but 3 out of 
the 10 cases have benefited much. All the other 204 
were cases of hypothyroidism, more or less severe. In 
such cases the thyroid gland is not absent, but there is 
greater or less degree of congenital insufficiency. In 
about half of the cases the condition is not diagnosed 
early in childhood, because distinct clinical symptoms 
occur only later in life. Hypothyroidism is not yet suffi- 
ciently known; very often severe rheumatism, neuralgia, 
stomach, intestinal, and heart trouble of unknown origin 
are due to hypethyroidism and cured by transplantation 
of thyroid tissue. This is the method of choice in these 
cases, as thyroid feeding often causes stomach trouble 
and is never carried on long enough. 

Of the 204 cases of hypothyroidism, 26% have been 
entirely cured by transplantation and have not taken any 
thyroid since; 21% have been very much better since 
and have to take only now and then a small quantity of 
thyroid, whilst before the transplantation they had to 
take continually much more thyroid and never felt so 
well; 39% are much better since the transplantation; they 
have to take internally, but only about one-half or one- 
third of the quantity they took before the transplanta- 
tion. There were only 14% failures—that is, cases 
which did not benefit from the transplantation. In most 
of the cases the patient’s own thyroid gland resumes 
a normal function after some years and he is cured; if 
not, another transplantation can be done. In twenty 
of the cases transplantation has been done twice and 
they got well; in eight cases three, and in one four 
transplantations have been made. 

There is direct evidence that the transplanted thyroid 
tissue takes up the function of the thyroid. Kocher recites 
striking instances. 

The method of transplantation was that described by 
Theodor Kocher in 1909. We may take (1) a normal 
gland of an animal; (2) pieces of a goitre from a case 
of Grave’s disease; (3) the hypertrophic thyroid tissue 
around a nodular goitre. Homotransplants are much 
better than from animals. They are best taken from 
the hypertrophic gland of a severe but recent case of 
Grave's disease, which is in a condition of exquisite cellu- 
lar hypertrophy and active new formation of vesicles. 
The best part of the gland to be taken is the upper pole 
or posterior part of the gland near the superior thyroid 
artery. It is essential that the pieces of gland (two to 
four of the size of a small cherry) shall be put into the 
receiver’s body immediately after being cut out of the 
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donor. The receiver must be ready on a table next to 
the donor, and the bed for the transplant must be care- 
fully prepared beforehand and in particular all hemorr- 
hage carefully stopped. In every case the donor is exam- 
ined very carefully beforehand for syphilis and tuber- 
culosis. 

Kocher usually transplants into the upper end of the 
tibial bone, where, with Doyen’s trephine, the corticalis 
is opened and a bed in the marrow made exactly of the 
size of the transplanted piece. This bone is very vas- 
cular and has a special affinity to thyroid tissue, as shown 
by the frequent bone metastasis in malignant goitre, and, 
too, the gland is very well protected from injury in the 
bone. He sometimes transplants into the sheath between 
the fascia transversa and peritoneum, or into the peri- 
toneal cavity. But in the latter it is better to stitch the 
parietal peritoneum over the transplanted piece of gland 
and not to put the gland free into the peritoneal cavity. 
If the graft is to be successful, the healing of the wound 
must take place without any rise of temperature or other 
reaction. The patient must take thyroid some time be- 
fore and several weeks after the transplantation, in order 
to decrease his actual want of thyroid, because if this 
is very strong the transplanted gland tissue is simply 
eaten up by the organism. The non-observation of this 
is the most common cause of failure of transplantation, 
especially in cases of total congenital absence of the 
gland. 

Chronic Mastitis. Greorrrey Keynes, London. The Lan- 
cet, September I, 1923. 

Keynes describes the histology of chronic mastitis in de- 
tail. 

The breast shows periodical activity from birth to the 
menopause. The normal, non-lactating breast has no outlet 
through the nipple for the discharge of its secretions. Se- 
cretion must therefore be balanced normally by re-absorp- 
tion. Chronic mastitis is manifested by dilatation of ducts 
and acini, accumulation in them of the products of epithelial 
activity, infiltration with lymphocytes, fibrosis, and epithelial 
changes. The distribution of all these is very erratic. 
Chronic mastitis is commonest in women, but occurs also in 
men. It first appears in the second decade, but is most often 
seen in the fifth. It appears earlier in single women than 
in women who have borne children. 

Chronic mastitis is not bacterial in origin, toxemic or trau- 
matic, nor is it related to involution changes in the breast. 
The cause of chronic mastitis is probably to be found in 
chemical irritation due to stagnating secretions and epithelial 
débris. This cannot be proved until the chemical changes 
have ‘een investigated. Chronic mastitis, though very often 
associated with carcinoma, has not been proved to be “pre- 
cancerous.” Both may be due to the same cause. In its 
more advanced stages, chronic mastitis must be treated by 
operation. At an earlier stage natural drainage may be tried, 
or #-rays may be applied. 

Gastromyotomy. T.C. Crare, London. The Lancet, Sep- 
tember 22, 1923. 

Clare has performed “gastromyotomy” only in cases 
where laparotomy has revealed a chronic indurated ulcer 
of moderate size in the neighborhood of the small curv- 
ature, uncomplicated by hour-glass contraction and not 
adherent to the pancreas, though he is not sure that the 
latter complication would contraindicate the operation. 
If the ulcer is on the anterior wall of the stomach, a 
curved incision, about four inches long, with the con- 
vexity downwards, is made below the ulcer and suffi- 
ciently far from it’ to be free of indurated tissue; this 
incision divides the peritoneal coat only. The periton- 
eum is separated from the muscular coat for about a 
quarter of an inch on each side of the incision, and the 
muscle fibers are defined. The incision is then carried 
down to the muscularis mucosae, thus dividing all the 
circular muscle fibers passing to the ulcer-bearing area. 
This part of the operation is a little difficult, as the 
fibers are sometimes indistinct and it is easy to penetrate 
the mucous membrane; should this occur it is sutured 
before proceeding. The divided muscle fibers are now 
separated on either side of the incision by means of 
gauze wiping, and the peritoneal coat sutured by Lem- 


bert sutures in such a way that the cut edges of the peri- 
toneum are inverted into the gap that has been made in 
the muscular coat. In the operation described the 
curved incision, fairly close to the ulcer, divides all the 
fibers, circular and longitudinal, that pass to the ulcer. 
Clare has on several occasions in the last few years, in 
cases of pyloric ulcer, divided the pylorus down to the 
mucous membrane in addition to performing gastro- 
enterostomy; the peritoneal coat was united, leaving, as 
far as possible, the muscle fibers ununited. The cases, 
however, have been too few to enable one to say whether 
the step was of any particular value. 


Physiology of the Extrahepatic Biliary System and Its 
Application to Surgical Therapy. CuHartes Gorpon 
Heyp, New York. The American Journal of the Med- 
ical Sciences, October, 1923. 

Heyd concludes: With a normal liver and biliary system 
the plan of biliary secretion and elimination is excellent. 
Surgery, however, is undertaken for diseased conditions of 
the biliary system and increasing clinical experience demon- 
strates that ablation of the gall-bladder is without any change 
in the health or metabolic processes of the individual. By 
reason of the fact that infection in the gall-bladder is pre- 
ponderantly a mural pathology, the most reasonable and best 
means of curing this condition and interrupting the vicious 
circle of liver-gall-bladder infection and gall-bladder-pan- 
creas infection is to remove the gall-bladder, namely, chole- 
cystectomy. 


Chemical Changes in the Blood of Man After Acute 
Intestinal Obstruction. An Indication for Treatment 
with Sodium Chloride. Russert L. HADEN and Tuomas 
G. Orr, Kansas City, Kas. Surgery, Gynecology and 
Obstetrics, October, 1923. 

In acute intestinal obstruction there are a fall in the blood 
chlorides, often a rise in the carbon dioxide combining 
power of the plasma and a rise in the non-protein nitrogen. 
The administration of sodium chloride in larger doses than 
that supplied by physiological saline solution is indicated in 
acute intestinal obstruction as a means of directly combat- 
ing the toxemia. Since an alkalosis is frequently present in 
intestinal obstruction, alkalies should be administered with 
caution. In the presence of the toxemia of intestinal ob- 
struction sodium chloride as an initial dosage of I gram per 
kilogram of body weight should be administered. The blood 
and urine chlorides should be closely followed to estimate 
the subsequent quantity of sodium chloride needed to keep 
the chlorides at a normal level in the blood. 


The Treatment of Gonorrheal Epididymitis with Intra- 
venous Injections of Sodium Iodide. Louis T. 
Wricut, New York. New York Medical Journal and 
Medical Record, September 5, 1923. 

Stern and Ritter were the first to note the effect of intra- 
venous injections of sterile sodium iodide solutions in gono- 
coccal disease of the epididymis. 

Wright used an intravenous injection of a solution of sod- 
ium iodide every forty-eight hours. -The amount of the 
solution used was twenty c.c., which represented thirty-one 
grains of sodium iodide (U. S. P.). The solution has been 
put on the market in ampules by several firms. Thirty-one 
grains of sodium iodide is an adequate dose where no idio- 
syncrasy to iodides exists. The solution was at ordinary 
room temperature when injected. All patients were recum- 
bent while receiving the injection and the injection time cov- 
ered a period of from three to four minutes. The average 
number of injections given were four. No local applications 
were made to the scrotum. Each patient was instructed to 
support the scrotum with a jock strap, to avoid exercise, to 
drink about two quarts of water a day, to see that his bowels 
moved freely each day, and to take a tablet containing five 
grains each of hexamethylenamine and acid sodium phos- 
phate, four times a day. 

There was a decrease in the intensity of the pain in all 
cases twenty-four hours after the first injection. The relief 
was much more marked after the second injection, and after 
the third, seventy-three patients were relieved of their pain 
entirely. The tenderness was less in all cases after the first 
injection, and was still less marked after the second, while 
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after the third it had entirely disappeared in thirty-seven 
instances. 

The effect of the treatment on the swelling of the epididy- 
mis was extremely favorable. In practically all of the cases 
it was slightly less after the second injection, and after the 
third injection the epididymis was about normal on palpation 
in eighteen cases. Thirty-two cases required four injections, 
eight cases five injections, and one case six injections for all 
easily discernible swelling to disappear. In fifteen cases 
there remained a small but varying amount of swelling after 
the injections, which were four in number, were discontinued. 
The Specific Treatment of Chancroids. RosEn- 

WALD, Kansas City, Mo. The Urologic and Cutaneous 
Review, September, 1923. 

Rosenwald describes a specific treatment for chancroids 
which he has used for the past twenty-seven years without 
a single failure, and always with the most brilliant results. 
To obtain the best results the compounding must be done 
by following the instructions carefully. The drugs are 
measured by volume and not by weight. 


Formula: 
Fluid opium 2 OZ. 


In a glass stoppered bottle mix the calomel and lime 
water. This is thoroughly shaken several times a day for 
a period of two days, then the sulphate of zinc and cam- 
phorated opium are added. The mixture is then ready for 
use. 

A thin film of cotton about one inch by three inches is 
laid on the palm of the hand. The mouth of the bottle is 
placed on the cotton, and a few shaking movements saturates 
the cotton, leaving a slight deposit. The entire length of the 
film is treated in this manner. The “buttered” side of the 
cotton is now placed around the penis covering the ulcera- 
tions, and the foreskin drawn over the cotton. The pain 
produced by this application is variable, but not intense 
enough to require any anodynes. The patient is instructed 
not to remove the cotton but to return the next day for 
further treatment. The cotton is now removed and every 
chancroid is plainly outlined and limited. Chancroids from 
the size of a pin-point to the extent of a silver dollar are 
shown plainly. The uninfected skin has not been damaged 
in the least. What moisture is present is wiped off with a 
little cotton and some of the following ointment applied: 


3 per cent. Carbolated vaseline.............: 12 oz. 


(Formula by weight.) 

After the second day the chancroids begin to drop out, 
leaving a clean, granulating surface which heals with re- 
markable rapidity. The ointment is applied daily till healing 
is completed. 

The mixture is just as efficacious in the serpinginous 
chancroid as any of the other varieties. 

Rosenwald has used this mixture in impetigo contagiosa, 
barber’s itch and other infective destroying lesions with 
happy results. 

Gangrenous Balanitis. The Fourth Venereal Disease. 
James B. Cross and Ricuarp B. ZevaLkink, Buffalo, 
N. Y. The Urologic and Cutaneous Review, Septem- 
ber, 1923. 

This is a specific and infectious venereal disease due to 
symbiosis of a vibrio and spirochete. There are local and 
constitutional symptoms varying with the severity of the 
infection. The patient usually presents himself with a history 
of sexual intercourse followed in a day or so by an itching 
and burning pain in the preputial sac. The penis is tender 
and the foreskin somewhat reddened and edematous. The 
discharge is not profuse at first and if that part under the 
foreskin is first washed, the urine will be clear. If the fore- 
skin can be drawn back, a small ulcer is found usually involv- 
ing the glans or there may be several, having the appearance 
described, covered with pus. They may extend about the 
corona, but there is not the multiplicity or the recurrence 


about the frenum commonly found in chancroids. In a few 
days the severity of the symptoms is increased, the edema 
is worse and there is great swelling, tenderness and inflam- 
mation in the foreskin. The inguinal lymph glands are not 
usually involved. The discharge of yellowish, creamy pus 
is profuse and has a foul odor. The patient looks and feels 
sick, his face is pale, pulse increased, appetite diminished 
and he usually has a temerature varying from 100° to 104°. 

If the foreskin cannot be retracted easily, a dorsal slit 
is performed under local anesthesia and the parts laid wide 
open. The infected area is thoroughly cleansed with hydrogen 
peroxide, using a small asepto syringe to get the peroxide 
well into the crevices around and under the glans. The 
patient then immerses the penis for fifteen minutes in a hot 
I-3,000 solution of potassium permanganate, after which a 
loose bandage soaked in this solution is applied. The band- 
age is kept moist by the application of a, fresh solution every 
half hour. Every four hours it is removed, the parts again 
cleansed with peroxide and the procedure repeated. 

The temperature promptly subsides and the general septi- 
cemic symptoms disappear. After three or four days a line 
of demarcation appears and the necrotic area can easily be 
removed. It is not safe to stop the use of oxidizing agents 
until all evidence of active necrosis has subsided. 


End-Results in Malignant Disease of the Testis. Wu- 
LIAM B. CoLey, New York. Annals of Surgery, Sep- 
tember, 1923. 

In a previous article, 64 cases of malignant disease of the 
testis were reported. Since then, there have come under ob- 
servation 14 other cases, making a total of 78. In this en- 
tire series, the great majority were observed in the later 
stage of the disease, after recurrence had taken place, and 
the condition had become practically hopeless as regards a 
permanent cure. Only 15 of the cases were seen during an 
operable stage, before there was any evidence of metastasis. 
Of these, the toxins were used as a prophylactic after opera- 
tion in 10 cases. Five were treated by operation without 
prophylactic after-treatment of any kind: one of these was 
an embryonal carcinoma which has remained well 4 years 
after operation; one died of metastases within a year of cas- 
tration; and the other 3 cases have not been traced. 

In the 10 cases in which the toxins were used, alone in 9 
cases and combined with radium in one case after operation 
in the hope of preventing a recurrence, 9 are living from 
3 to 14 years after operation; 4 are alive 10 to 14 years 
later. One of these cases, after remaining well for 14 years, 
had a recurrence in the other testicle, which was removed 
by operation, and the diagnosis confirmed by microscopical 
examination. In addition to these cases, there are 3 others 
which were treated after a recurrence had taken place but 
before abdominal metastases had occurred, which recovered 
under the toxins alone, and the patients have remained well 
from 5 to 12 years. 

While sufficient time has not elapsed to determine the num- 
ber of permanent cures following radical operation, Hinman’s 
statistics show beyond question, that the prognosis can be 
materially improved by the abdominal operation; but this 
can only be obtained at the expense of a mortality of 11% 
against a mortality of nil following the simple orchidectomy 
operation. 

The present series of cases show that even better results 
than those reported by the combined radical operation advo- 
cated by Hinman and by Chevassu, can be obtained by simple 
orchidectomy if the operation is immediately followed by 
prolonged systemic toxin treatment, with or without radium. 
Coley believes that the best results are likely to follow the 
combined use of massive doses of radium over the abdomen 
and left supraclavicular glands, and prolonged toxin treat- 
ment. Another point worthy of special emphasis is, that 
these results have been obtained without any mortality. 

The treatment should not be employed at all unless the 
patient is willing to have it kept up for a considerable period 
of time, at least 6°months. It can be carried out at home 
by the family physician, and need not interfere with the 
patient’s ordinary routine of living. The injection should 
be made deeply into the buttocks, beginning with a dose of 
one-half minim, diluted with a little freshly boiled water, 
and increased daily by one-half minim up to the point of 
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producing a slight reaction, temperature of 99° to 101° or 
102°. It should then be given only three times a week, in- 
creasing the dose only if necessary, to the point of a mod- 
erate reaction. At the end of 3 months, it is safe to diminish 
the frequency of the injections to two a week, using doses 
just large enough to produce slight reactions. 

In all cases where it is possible, either radium or deep 
x-ray therapy should be used in addition, covering the entire 
retroperitoneal glandular region on the side of the tumor. 
These treatments should be repeated at the end of 4 to 6 
months. 

The Radical Operation for Teratoma Testis. An An- 
alysis of 79 Cases, 10 of Which Are Personal. Frank 
Hinman, Tuomas E, Gieson and A. Kutvu- 
MANN, San Francisco. Surgery, Gynecology and Ob- 
stetrics, October, 1923. 

From the statistics on simple castration, teratoma gave a 
decidedly less favorable prognosis than seminoma. Analysis 
of cases of radical operation would seem to indicate an equal- 
ly good prognosis for both groups. ; 

Simple castration will cure 15 to 20% of malignant tumors 
of the testis. Obviously the operation in order to effect a 
cure must antedate glandular or other metastases. Realiza- 
tion of the inefficacy of simple castration has led to the de- 
velopment of the present radical operation which was made 
possible through exact knowledge of the primary lymph 
zones of the testicle. This zone occupies the retroperitoneal 
lumbar area along the aorta and vena cava. ' 

In one group of 26 cases the glands removed at operation 
showed metastases, and ‘all 26 obviously would be doomed 
by simple castration. The analysis shows that as a result 
of the radical operation, 17 of these cases are living and 
well, 4 for over 4 years, and 8 for almost 3 years. It is 
reasonable to expect a fair proportion of the 17, who have 
not survived the 4 year time limit, to be cured, since recur- 
rence generally occurs within the first year. 

X-ray and radium seem to be valuable therapeutic and 
palliative adjuncts to the treatment of testicular tumors. 

The technic of the radical operation is described and illus- 


trated. 

The Morbidity That Follows Prostatectomy. ALEXAN- 
pER RANDALL, Philadelphia. The Atlantic Medical Jour- 
nal, September, 1923. 

We must add to the 10% of failures (actual mortality ) 
another 10% where recovery takes place, but only a partial 
return of normal function followed (urinary frequency, per- 
sistent residual urine, a persistent fistula, or even a return 
to catheter life.) 

There are three technical mistakes that stand out as ser- 
ious errors of judgment in handling these cases of urinary 
obstruction. 

First. The prostate in hypertrophying shows a predilection 
for one of two fixed ways of enlarging, and in this differ- 
ence, the internal sphincter plays a very important rOle. 
Hedged about by fixed anatomical structures, an enlarging 
gland must ultimately grow upward. In doing so, the most 
frequent path of growth is by a gradual dilatation of the 
internal sphincter and a gradual herniation of the hyper- 
trophying prostate through it into the bladder cavity. The 
second. mode of enlarging is likewise upward, but in this type 
of case, the internal sphincter remains tonically closed and 
the prostate in hypertrophying, raises it and the entire blad- 
der mass without dilating the sphincter at all. 

Following these two types to their proper surgical 
handling, it is easily seen that in the first the whole growth 
has gradually dilated the internal sphincter. The surgical 
indication here is to remove that growth by suprapubic pros- 
tatectomy, and in doing so, the dilated sphincter will neither 
be in the way, nor will it be injured by such enucleation, and 
following such an operation, it may be expected that the 
internal sphincter will regain its tonicity and return to func- 
tion, 

In the second type it would be impossible to enucleate 
such a prostate without first dilating the internal sphincter. 
It is very dubious whether such could be done satisfactorily 
at the moment of operating and in doing the enucleation the 
result must be that such a sphincter is inevitably lacerated. 
It is very questionable whether such a lacerated muscle 


would ever regain its functional capacity, and this is the 
type of hypertrophy which should be removed by the peri- 
neal operation, in which the sphincter would neither be 
dilated nor injured. 

Second. When pathological development of a middle lobe 
of the prostate is present, dilatation of the sphincter is al- 
ways the case, and suprapubic prostatectomy is the opera- 
tion of choice. The middle lobe may be the sole obstructing 
feature, and the total absence of lateral lobe enlargement. 
In such a case, the usual stigmata of prostatic hypertrophy 
obtained by rectal examination are absent and cystoscopy 
alone will render an accurate diagnosis. 

Third, is the handling of that condition spoken of 
as “contracture of the vesical neck,” “sclerosis of the 
internal sphincter,” or as “median bar formation.” This 
pathological condition gives a critical picture identical with 
that of hypertrophy. Such prostates can not be enucleated: 
the process is one due to inflammation and not hypertrophy. 
Its proper surgical handling requires the removal of the ob- 
struction due to the sclerosed posterior vesical lip. The 
choice of method by which such should be done varies with 
the judgment of the surgeon. Such tissue may be destroyed 
by fulguration, by the urethroscopic punch operation (aided 

_or not with the cautery), or else by suprapubic cystotomy 

and the excision of a wedge of tissue from the posterior 

lip of the vesical orifice. The patient’s time and resistance 

should be considered, and he should be given a trial of the 

former procedures before invoking to a suprapubic operation 

A Safe and Accurate Method of Removing Small Ob- 
structions at the Vesical Orifice, Under Observation, 
With the High Frequency Electrode. Martin Mo- 
Lony, San Francisco. The Urologic and Cutaneous 
Review, October, 1923. 

This operation is effectual in both the fibrous and glandu- 
lar types of obstruction, or a combination of these con- 
ditions. It may also be of service in some cases of pro- 
static hypertrophy that are considered bad surgical risks, 
as well as in some cases of cancer of the prostate to aid 
in relieving the retention of urine. 

For small obstructions at the vesical orifice it is a simple, 
safe and effectual operation, removing with precision the 
obstruction required. It is free from the objections fre- 
quently cited against the punch operation. 

The instrument used is a well insulated electrode with 
a shaft requiring some force to alter the shape of its 
curve so that it can be adjusted to each variety of case 
operated upon, yet be strong enough to bring moderate pres- 
sure upon the part to be coagulated. Different size tips 
can be attached by a screw joint; one three-quarters of an 
inch long and 12 F. is a useful one. 

The technic is as follows: After using all available means 
of investigation in making a diagnosis, a suprapubic puncture 
cystotomy is made, a catheter inserted and some days given 
to establish the sinus. Cystoscopes and urethroscopes giving 
different angles of vision through the cystotomy opening are 
made use of to verify the diagnosis. Through the supra- 
pubic opening the cystoscope is in a fixed position and with 
a small catheter in the urethra moved in or out, one can 
see small growths projecting from its margin or observe 
any irregularities of the vesical orifice with an accuracy, 
which cannot be obtained by any cystoscope in the urethra. 

At operation, the electrode is inserted through the urethra, 
the cystoscope through the cystotomy opening. With the 
electrode in one hand and the cystoscope in the other, the 

bladder being comfortably distended with solution, it gives 
the operator full control of the work under his observa- 
tion. He can map out and remove by coagulation the exact 
portion he requires with precision without any danger of 
injuring the ureteral orifices; by elevating the handle of the 
electrode, using moderate, steady pressure, the tip will sink 
into the growth, cutting as deep or as shallow as he desires. 
The channel can be widened or can be extended back into 
the trigone or forward into the urethra when found neces- 
sary. In this latter position the tip of the electrode may 
be only just visible to the operator’s eye. It may be neces- 
sary in some cases to alter its curve and move it around 
using it like a stone searcher with its concavity down. In 
this way it can be used for the destruction of growths in 
the interior of the bladder such as papilloma, giving many 
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advantages over the open method of operation and over the 
intraurethral spark, with the advantage of a larger electrode 
and greater precision. 

The author uses chloroform; anesthesia begins only when 
all instruments are in position for the current to be turned 
on. By this means the patient gets very little anesthetic 
and is rarely put completely under; five to ten minutes 
suffice for the operation. There is no shock, no hemorrhage 
and very little discomfort afterwards. A few days later 
in looking through the cystotomy opening with the cysto- 
scope, the line of demarcation of the white coagulated mass 
is seen separating from the healthy tissue. With the result- 
ing good drainage, leaving no residual urine, the bladder 
flushes itself and the wound soon heals up with a very 
little attention. 


The Results Obtained by Various Methods in the Treat- 
ment of Tumors of the Bladder. Hucu H. Younc 
and W. W. Scort, Baltimore, Md. New York Medical 
Journal and Medical Record, September 5, 1923. 

A review of the 380 cases that have formed the basis of 
the report shows that: 

About 80% of bladder tumors occur between 40 and 69 
years of age, being about equally distributed in these three 
decades. A benign papilloma in a boy of 15, and a carcinoma 
in a man 26 were encountered, but as a whole the malignant 
tumors occur somewhat later than the benign. 

Both papillomata and carcinomata are much more frequent 
in the region of the trigone and ureteral orifices and ad- 
jacent lateral walls of the bladder and vesical neck. The 
anterior wall is less frequently involved and the vertex and 
upper posterior wall are much more rarely involved. 

The vertex, anterior, upper lateral and posterior walls are 
most suitable for resection and excellent results may be ex- 
pected by radical removal of a wide margin of bladder wall, 
but good results may be obtained by resection in the base of 
the bladder and region of ureters. When the vesical neck 
and prostate are involved deep cauterization is far more 
effective than excision. 

Fulguration is the method of choice in benign papilloma, 
but in large tumors radium is of great assistance in causing 
a rapid disappearance of the tumor, and, owing to the po- 
tential malignancy of all vesical papillomata, radium should 
generally be applied, if possible. In malignant papillomata 
radium, applied with an operative cystoscope and held firmly 
in position with clamp fastened to table, is of first value and 
gives more brilliant results. Here again the conjoint use of 
fulguration and radium is advisable. The same treatment 
is sometimes completely effective in papillary carcinomata, 
and four small and two large tumors of this type and one 
small infiltrating cancer were apparently cured by it. 

Where the tumor is definitely malignant or very extensive; 
and particularly if infiltrating, it should be attacked supra- 
pubically, great care being taken not to touch the tumor or 
break off any papillary processes, and alcohol or 20% re- 
sorcin applied to destroy any that may have dropped into the 
bladder or wound. 

If resection can be carried out successfully with a wide 
area of healthy bladder wall, whether extraperitoneal or 
transperitoneal or with transplantation of a ureter, it should 
usually be done, but the operation should not be so extrava- 
gantly extensive as to face a very high mortality rate. 

The position of radium implantation is still subjudice. 
There have been some brilliant and remarkable cases, but 
always associated with deep and widespread cauterization. 
Viewed as a whole, however, the gloomy outlook which was 
held as to the curability of bladder tumors has passed. Ful- 
guration, radium, the electrocautery and careful radical re- 
Section have transformed the situation, so that now about 
95% of the benign and 75% of the malignant papillomata; 
about 50% papillary carcinomata and somewhere near 25% 
of the infiltrating carcinomata are probably curable by one 
or more of the methods referred to. 


Food Allergy as a Cause of Irritable Bladder. W. W. 
Duxe, Kansas City, Mo. Southern Medical Journal, 
October, 1923. 

Bladder irritability can be caused by hypersensitiveness 
to certain foods. The stipposition that bladder pain can be 
caused by food is not entirely tew, especially in the lay 


mind. The impression, however, has been gained that such 

pain is due to some acid or crystalline substance in the food 

despite the fact that other acids such as vinegar and other 
foods rich in crystalloids produce no such result. 

One may suspect bladder allergy whenever bladder symp- 
toms seem out of all proportion to clinical findings, especial- 
ly among patients. who give a family history of hay fever, 
asthma, or hives, or who have themselves had such symp- 
toms. The positive diagnosis of a case is largely a matter 
of discovering the offending food and obtaining relief by 
avoidance of it. Intracutaneous tests are especially useful 
for this. 4 
The Treatment of Prolapse of the Vagina with Absent 

Uterus. (Zur Therapie des Schiedenvorfalles bei 
fehlendem Uterus). Lupwic Nurnsercer. Zentrallblatt 
fiir Gynakologie, 1923, 47: Nr. 33, 1314. 

Niirnberger describes a simple method by which he has 
permanently cured a complete prolapse of the vagina _fol- 
lowing total hysterectomy. The patient refused LeFort's 
operation because of the total obliteration of the vagina. 

A median sub-umbilical incision was made down to the 
rectus sheath. A fascial flap 3 cm. wide and 10 cm. long, 
with its attached base at the symphysis, was fashioned from 
the sheath. The peritoneum was opened through the median 
line. The upper end of the vaginal sack was denuded of its 
peritoneum. The free end of the fascial flap was firmly at- 
tached by silk suture to the upper end of the vagina, and the 
peritoneum of the bladder was sutured along the edges of 
the flap so as to prevent the possibility of the intestines 
prolapsing between bladder and flap. Layer suture of the 
adbominal wall completed the operation, which, after a lapse 
of seven months,, has still given perfect results. ; 
The Treatment of Puerperal Tetanus. (Zur Therapie 

des Tetanus puerperalis). Hans Krenne. Zentralblatt 
fiir Gynatologie, 1923, 47: Nr. 33, 1322. 

The author reports 4 cases of puerperal tetanus following 
abortion. Every one of them had manifested spasms for at 
least one to five days. In each case vaginal hysterectomy was 
performed at once. In no instance, although the clinical 
symptoms were unmistakable could tetanus bacilli be dem- 
onstrated in the extirpated uteri. Post-operatively 50 ccm. 
of antitetanus serum were given daily. One patient re- 
covered completely. A second recovered completely from 
all symptoms of tetanus, but died from pulmonary embolism. 
The other 2 cases died with signs of progressive tetanus 
unchecked. In 10 other cases culled from the literature all 
died in spite of vaginal hysterectomy, but in them antitetanic 
serum appears not to have been used. On the other hand, 
no case of puerperal tetanus has been reported as cured by 
serum therapy alone. 

Some Rare Types of Uterine Sarcoma. (A_ propos de 
quelques formes rares de sarcome de l’utérus.) M. 
Avuvray. Bulletin de la Société d’Obstétrique et de 
Gynécologie de Paris, 1923, 12: No. 4, 280. 

Auvray describes a myosarcoma of the anterior lip of the 
cervix which appeared clinically to be merely a huge hyper- 
trophy. After histological examination showed malignancy, 
he performed hysterectomy. The patient has remained well 
for two years. 

The second case was a huge fibro-cyst of the uterus con- 
taining 6 liters of chocolate-colored fluid. The walls were 
% centimeter thick, smooth externally, but irregular inter- 
nally, because the condition was due to breaking down and 
liquefaction of a myosarcoma. Ignorant of the sarcomatous 
nature of the growth, Auvray performed a supravaginal 
hysterectomy. The patient remained well for two years, but 
then died of pneumonia. 

The third case is still rarer, a combination of cauliflower 
squamous-celled cancer of the uterine cervix with a myo- 
sarcoma of the mucosa of the corpus uteri in a woman 36 
years of age. 

Blindness after Genital Hemorrhage. ( Uber Erblindung 
nach Genitalblutungen). Otto Retararr. Zentralblatt 
fiir Gynékologie, 1923, 47: Nr. 37, 1484. 

The case reported is that of a patient 52 years of age. 
She had had six children. On two previous occasions within 
the preteding nine years, she had suffered from menorrhagia. 

For two weeks before atlmission the patient had severe 
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uterine bleeding. She awoke one morning totally blind in 
one eye. Her hemoglobin was 25%. The other eye slowly 
became blind. Double optic atrophy with great anemia of 
the retina was noted. The patient recovered from her 
menorrhagia, but remained permanently blind. 

This tragic happening is fortunately rare. Of frequent 
occurrence is transient hysterical amaurosis, uremic and 
eclamptic loss of vision, also passing in nature, but blind- 
ness after severe hemorrhage is the exception. 


Cholelithiasis and Pregnancy. (Cholelithiasis und Gravi- 
ditat.) H. H. Scum, Prag. Archiv fiir Klinische 
Chirurgie, July, 1923. 

Cholelithiasis and cholecystitis are relatively common 
complications of pregnancy, due probably to greater bile 
stasis, infection, marked hypercholesterinemia, and in- 
crease in the calcium content in the blood of pregnant 
women. Gestation has a very unfavorable influence upon 
gallstone disease for it is even possible for an empyema 
of the gall-bladder to burst during delivery of the child, 
at which time it may produce a puzzling clinical picture. 

With conservative and operative treatment, the mor- 
tality is practically the same, that is, 10% and 10.8%, 
respectively. In cases of gall-bladder trouble, it is ad- 
visable to operate during the first three months of preg- 
nancy, in order to avoid the graver incidence during the 
last few months when a premature birth must occur. 
Cholecystectomy is the operation of choice, cholecys- 
tostomy being reserved for the cases in which there is 
urgency. 


The Treatment of Severe Uterine Hemorrhage by Ra- 
dium. Sipney Forspike, London. The British Medical 
Journal, September 8, 1923. 

Forsdike has treated 65 cases in all of this severe type 
of hemorrhage, 43 of which had undergone some form 
of operation, dilatation and curettage being the common- 
est, one patient being curetted no less than five times; 
two patients had been curetted three times, and several 
had undergone the process twice. The other operations 
noted in the history were excision of polypi, amputa- 
tion of the cervix, resection of cystic ovaries, salpingect- 
omy, and appendicectomy. The remainder were com- 
pelled to spend some part of each month in bed or had 
become so anemic that further treatment was impera- 
tive. Seven of the cases were associated with small 
mural or subperitoneal fibroids, all of which responded 
equally well to the treatment, and no detectable change 
was found in the size of the subperitoneal fibroids on 
examination some months after treatment. 

Where a fibroid tumor calls for treatment at all, it 
calls for surgical treatment—myomectomy in suitable 
cases, failing which hysterectomy—and that radiation 
should only be called upon to check the hemorrhage and 
restore the patient in preparation for surgical inter- 
ference. On the contrary, where severe hemorrhage is 
the cardinal symptom and a small fibroid is only dis- 
covered in the course of examination under the anes- 
thetic, then exposure to radium is the best treatment. 


Experience With Radium in the Treatment of Certain 
Fibromas and Metrorrhagias. MonTE A. STERN, 
Sioux Falls, South Dakota. The Journal-Lancet, Sep- 
tember 15, 1923. 

A. Radium indicated, surgery contra-indicated : 

1. Essential hemorrhage, including in this term such 
conditions as fibrosis, hyperplastic endometritis, or any 
hemorrhage not due to purpura hemorrhagica. 

2. Fibromas of any size where complications exist that 
make surgery extra hazardous, that is, severe anemia, 
chronic myocarditis, hypertension, obesity, valvular heart 
lesions. 

B. Radium or surgery, radium preferred: 

1. Uncomplicated cases of fibromas in women over 38. 
This applies only to small and medium sized tumors not 
reaching above the umbilicus. 

C. Radium or surgery, surgery. preferred: 

1. Fibromas if women under 38, provided the opera- 
tion is a myomectomy. 

2. Fibromas, large, reaching above naval, occurring 
in any age. 


3. Submucous tumors hanging in the cavity of the 
uterus or extruding from cervix. 

4. Fibromas complicated by cancer of the corpus of 
the uterus. 

5. Toxic myoma. a 

D. Surgery indicated, radium contra-indicated : 

1. Degenerating myoma. 

2. Myoma complicated with other surgical conditions 
requiring laparatomy, such as appendicitis, ovarian cysts, 
cholelithiasis. 

3. Inflammatory disease of adnexa. 

The patient is sent to the hospital and under the 
usual technic for intrauterine operations, the cervix is 
dilated to No. 11% Hagar, usually without anesthesia. 
The uterus is gently curetted. The scrapings are exam- 
ined routinely. The 25 or 50 milligrams capsule is then 
inserted within the cavity of the uterus. This capsule 
is covered with a 2 mm. brass filter and a hard rubber 
shell to absorb the secondary radiation. A long brass 
wire extends from the cavity through the vagina and is 
bent over the abdomen. The cervix is packed with an 
iodoform gauze strip, and the vagina with gauze rolls. 
The rubber shell and brass capsule are sterilized in 
pure lysol, and the wires boiled. It is needless to say 
that strict asepsis must be observed otherwise salpingitis 
and pelvic peritonitis may follow. 7" 

From 900 to 1,200, usually 900, milligram-hours in 
women over thirty-eight. This will produce an amen- 
orrhea and shrink the tumor in 90 per cent of the cases. 
In younger women from 200 to 300 milligram-hours, 
repeated if necessary, will regulate menstruation and 
shrink the tumor. 

Management of Injuries to the Cranium and Its Con- 
tents.—With Special Reference to Cerebrospinal 
Fluid Pressure Determinations. JouHNn O. Bower, Phil- 
adelphia. Annals of Surgery, October, 1923. 

Summary: 1. In injuries to the cranium or its contents, 
lumbar puncture with spinal fluid pressure observations are 
essential to proper management. 

2. In certain cases, withdrawal of fluid may so reduce 
intracranial pressure that operation may be avoided; in 
borderline cases it is a means of determining early the 
least degree of intracranial tension; blood-pressure reading 
at definite intervals may accomplish this in part, but there 
may be an increase in intracranial pressure and no corre- 
sponding increase in blood-pressure. 

3. Cerebrospinal pressure observations are important be- 
fore and after plastic operations on the skull. 

4. Finally, repeated examinations of the spinal fluid for 
microscopic blood are of importance in differentiating - the 
less severe types of cerebral trauma. 


‘The Paralysis of Pott’s Disease and An Operation For 


Its Relief. Joun Fraser. Edinburgh Medical Jour- 
nal, September, 1923. ; 

A thorough trial is given to conservative measures, 
but, if it is apparent that no success is being obtained, 
that the paralysis is becoming more extensive, and that 
there is danger of the cord degenerating, operation 1s 
resorted to. 

The operation entails simple division of the laminae 
of the affected vertebrae with division of one or two 
laminae above and below the site of the lesion. It is 
invariably followed by an early and progressive improve- 
ment in the paralysis, and, if care is continually exer- 
cised in the post-operative recumbency treatment, the 
recovery is a complete and a permanent one. No weak- 
ening of the spine follows the operation. 

This report is based upon the records of four cases, 
in all of which the operation was successful, though in 
one instance want of care in the post-operative treat- 
ment resulted in a temporary relapse. 


Anthrax and Its Treatment. Harotp E. Santez, New 
York. Annals of Surgery, September, 1923. 

It seems fair to assert that surgery has no place here 
if serum is available. In fact it is open to grave ques- 
tion whether it has any place in this disease. even with- 
out available serum. It has been shown by His and 
Zinsser that immediate excision of the site of inocula- 
tion in guinea pigs fails to check the spread ofthe. in- 
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fection; abundant statistics are available to show a 
higher mortality with the use of surgery than without. 
That this conclusion conforms to the pathological condi- 
tions as well is borne out by the observations of the 
pathologists that the swelling in these cases is due to 
the presence of a semigelatinous substance, anthraco- 
mucin, which is inimical to the growth of the anthrax 
bacillus and which represents, therefore, a defense reac- 
tion on the part of the tissues, and should be left alone. 

Symmers, as a result of considerable experience with 
the serum treatment of anthrax in human beings, believes 
that every such lesion of the skin or elsewhere should 
be tentatively regarded as attended by generalized in- 
fection, until the result of the blood culture proves the 
contrary, and that in no circumstances is it justifiable to 
incise, excise, cauterize or otherwise tamper with the 
anthrax pustule, since septicemia may result. According 
to this observer, the most dependable routine method 
in the treatment of the anthrax pustule is, first, to isolate 
it within a barrier of anto-anthrax serum subcutaneously 
injected every four hours; second, to inject intravenously 
at once a sterilizing dose of 150 or 200 c.c. of serum, and, 
third, to supplement this by the intravenous injection of 
40 c.c. every four hours. If the blood culture is nega- 
tive at the end of twenty-four hours, the intravenous 
use of serum is discontinued, the local injections being 
kept up until the pustule is free from bacilli or at least 
until involution forms occur in the stained films. In 
anthrax septicemia, the same routine is followed until 
the blood cultures are negative or until death supervenes. 


Book Reviews 


Ophthalmic Surgery. A Handbook of the Surgical 
Operations on the Eyeball and Its Appendages as Prac- 
ticed at the First Eye Clinic, University of Vienna. By 
Dr. Joser Metter, Clinical Professor of Ophthalmol- 
ogy, First Eye Clinic, University of Vienna. Edited by 
Dr. Witt1am M. Sweet, Clinical Professor of Oph- 
thalmology, Jefferson Medical College; Attending 
Ophthalmologist, Jefferson Hospital; Consulting Sur- 
geon, Will’s Eye Hospital, Philadelphia. Third Edition, 
translated from the second edition. 219 illustrations. 
Philadelphia: P. BLaxiston’s Son & Co., 1923. : 

The second edition of Meller’s Handbook of Ophthalmic 
Surgery appeared in 1913. The third edition shows little 
change. The second edition, however, has not been obtain- 
able for some little time, and this new edition is certain to 
be well received by American ophthalmologists. It is a joy 
to pick up a surgical text-book which is so readable, which 
has such perfect illustrations, which gives in clear detail 
every possible step in surgical procedures. As a reference 
book it surpasses any text the reviewer has seen. The an- 
atomical illustrations are splendid, the indications for opera- 
tions are clearly set forth, and the complications and after- 
treatments are fully dealt with. The chapters dealing with 
operations on the lachrymal apparatus, for senile cataract, 
on ocular muscles and in glaucoma are particularly fine. In 
operating senile cataract, Meller does not use a speculum, 
prefers the capsule forceps to the cystotome, and does not 
irrigate the anterior chamber to deliver cortical remains. 

Aiter operating he closes only one eye in cases where a 

psychosis is apt to be provoked by the closure of both eyes. 

Old patients, especially if they suffer with bronchitis, are 

allowed to remain seated in an arm chair. The dressings 

are changed 24 hours after operating and unless contraindi- 
cated the unoperated eye is allowed to remain open after 


_the first dressing. 


The Urethra and the Urethroscope. A Manual of Prac- 
tical Urethroscopy. By F. CAarminow Doste, M.R.C.S., 
L.R.C.P., Lond., Officer in Charge Gonorrheal Division, 
Military Hospital, Rochester Row; Hon. Casualty Out- 
Patient Surgeon, St. Paul’s Hospital, London. With a 
Foreword by Major A. T. Frost, O.B.E., R.A.M.C., 

. Officer Commanding Military Hospital, Rochester Row. 
Octavo;. 120 pages; 45 illustrations. London:. Henry 
Frowne AND Hopper & STOUGHTON, 1923. 


The author states that the purpose of his book is to in- 
struct in urethroscopy the small town surgeon who has no 
other means of attaining proficiency in the subject. The 
mechanics of urethroscopy and a tabulation of all the dis- 
eases of the urethra with the indications for treatment are 
described, and, though not in detail, may easily be under- 
stood, but the description in words of the pathological con- 
ditions in the urethra will not enable a novice to understand 
the pathology of the urethra as seen with the urethroscope. 
The two tables of colored views of the urethra are not suf- 
ficient. The subject can be learned either by direct instruc- 
tion by an experienced urologist with a large amount of 
clinical material at his command, or possibly by means of 
an extensive atlas of exquisite colored plates of the various 
normal and abnormal conditions in the urethra. 


Endocrine Diseases. Including their Diagnosis and 
Treatment. By WitHetm Fatta, Vienna, translated 
and edited by Mitton K. Meyers, M.D., Neurologist to 
the Northern Liberties Hospital; to the Lucien Moss 
Home, Jewish Hospital; to the Dispensary of the St. 
Agnes Hospital, Philadelphia, etc.; with a foreword by 
Sm ArcHIBALD E. Garrop, K.C M.G., M.D. (Oxon.), 
F.R.C.P. (London), F.R.S., Regius Professor of Medi- 
cine, Oxford University. Third Edition, with Supple- 
mentary Notes by The Editor. Large octavo; 669 
pages; 104 illustrations. Philadelphia: P. BLAKiIsTon’s 
Son & Co. 

Falta’s book on endocrine diseases may be regarded as 
mirroring the standards of advance in clinical endocrinology, 
just as Biedel’s monograph records our experimental know]- 
edge in this field. The third edition in its English transla- 
tion by Meyers is brought well up to date and the American 
literature is added by the translator. The previous editions 
bore the title of The Ductless Glandular Diseases. This 
edition, like its predecessors is both well written and most 
conservatively and critically conceived, in pleasing contrast 
to so many books on endocrinology of which most might well 
be classified under the caption of “modern fiction”. 

Falta does not believe in compensation by one ductless 
gland for another. He scouts the concept of “dysfunction”, 
and considers “vagotonia” discredited. On the other hand, 
he credits the interstitial gland with the power to induce 
ossification of the epiphyses at puberty, accepts Alderhalden’s 
work on defensive ferments and Crile’s kinetic theory, upon 
what, to the reviewer, appears quite unconvincing evidence. 
His stand against polyglandular syndromes and polygland- 
ular therapy is conservative and commendable. 

The translation, at times, is annoyingly literal, but in the 
main excellent. Misprints are rather frequent. 

The book can be warmly recommended as an excellent 
guide both to the clinical aspects and the literature of endo- 
crine diseases. 


Collected Papers of the Mayo Clinic. Rochester Minn. 
Edited by Mrs. M. H. Metrisn. Volume XIV, 1922. 
Octavo; 1394 pages; 488 illustrations. Philadelphia and 
London: W. B. Saunpers Co., 1923. 

It would be as difficult as it is unnecessary to “review” a 
large volume containing so many and so rich a variety of 
medical articles. These represent the large scientific and 
literary output of the Mayo Clinic proper for the year 1922, 
reprinted from the many medical journals in which they 
were published. It is an eloquent exposition of the steadily 
increasing activities, and of the splendid work—clinical and 
investigative—conducted at that world-famous medical cen- 
ter. Quite commensurate with the scientific value of these 
papers is their purely literary excellence, for which, no doubt, 
the credit belongs chiefly to Mrs. Mellish. 

Papers from the Mayo Foundation for Medical Educa- 
tion and Research and the Graduate School of Medi- 
cine of the University of Minnesota, Covering the 
Period of 1920-1922. Octavo; 716 pages; 257 illus- 
trations. Philadelphia and London: W. B. SAUNDERS 
CoMPANY, 1923. 

Perusal of this volume leaves one deeply inipressed with 
the intensity and breadth of activity of the Mayo Foundation. 
There are 107 papers and they cover every phase of medical 
activity, from embryology to medical education. Further- 
more, while none is epoch-making, there is not a single paper 
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which is not informative, and many reveal imagination and 
originality. The book is an education in itself. 


Chirurgie de la Téte et du Cou. Par Cu. LENoORMANT 
et Pierre Brocg. Sixémé Edition. Duodecimo; 338 
pages; 245 figures. Paris: Masson ET CrE, 1923. 

This is an attempt to put within the covers of a small 
handbook, the technic of the surgery of the head and neck. 

The subject matter comprises surgery of the brain, of the 

ear, of the nose, of the throat, of the neck, and of the plastic 

repair of the face. Each one of these divisions represents 

a field of surgery about which a volume might profitably 

be written and each division has attained the position of a 

distinct specialty, so it easily may be seen how futile this 

attempt is. However, to one who wishes a mere view of 
the surgery of the head and neck, the book will serve, but 
to-a surgeon it will be of slight help. 


Les Ulcéres Perforés de L’Estomac et du Duodénum. 
Par H. Monpor, Chirurgien des Hopitaux de Paris, et 
G. Lauret, Ancien Interne des H6pitaux de Paris. 
Duodecimo; 186 pages; 14 figures. Paris: MASSON ET 
Cir, 1923. 

Mondor and Lauret present in monographic form an out- 
line of the clinical, pathological, and surgical aspects of per- 
forated gastric and duodenal ulcers based upon an analysis 
of their own cases and those of other French and of foreign 
authors. The book presents their views with little comment, 
naming many authors, but giving no references. It is in- 
tended apparently to furnish a review of the subject and of 
the literature for rapid and easy consumption, and in this 
it succeeds admirably. 


Exploration Clinique et Diagnostic Chirurgical. Par 
Leyars, Professeur de Clinique Chirurgicale 4 la 
Faculté de Médecine de Paris; Ancien Président de la 
Société de Chirurgie. Octavo; 782 pages; 907 figures. 
Paris: MASSON ET CIE, 1923. 

Particularly for students is this book a most valuable 
guide for learning methods of approach in regional sur- 
gical diagnosis. Its value depends upon the exceptionally 
fine pedagogic methods of Lejars in text and in illustration. 
In text, his manner is forceful, stimulating, and interesting, 
mainly because he is able to make the reader feel that he is 
listening to a live lecturer in a clinic. The many illustra- 
tions show in detail the methods of preparation in searching 
for pathological conditions in each part of the body as well 
as many reproductions of surgical pathological conditions. 

In his medical writings Lejars is a stylist and a teacher 
whose master we have not met and whose equal are only 
such men as Osler in medicine and Moynihan in surgery. 
He may be cultivated with profit. His Chirurgie d’Urgence 
has gone through several editions in various languages. 


Chirurgie Vasculaire Conservatrice. Technique, Indica- 
tions Opératoires et Résultats. Par P. Moure, Chirur- 
gien des Hopitaux de Paris. Duodecimo; 179 pages; 
110 figures. Paris: MAsson ET CIE, 1923. 

Probably more than in any other branch of surgery, pro- 
ficiency in that of the vascular system is difficult. One can- 
not expect to proceed in the human being without consider- 
able.experimental experience in animals. Moure lays great 
stress upon this point in his handbook. Pathological vascu- 


lar conditions amenable to surgical interference and sur- . 


gical methods are described in’ extenso. The operative 
methods are particularly well described and illustrated step 
by step, so that this book may serve as an excellent labora- 
tory manual. The subject matter treats of arterial wounds, 
conservative surgery of aneurisms, arterial emboli and 
thrombi, vascular anastomoses, and vascular grafts. 


Traité Pratique de Cystoscopie et de Cathétérisme 
Urétéral. Par G. Marion, Professor agrégé a la 
Faculté, Chirurgien de 1’ hopital Lariboisére (service 
Civiale), et M. Hertz-Boyer, Professor agrégé de 
Chirurgie des voies urinaires 4 la Faculté, Chirurgien 
de Hépital St. Louis. Deusxieme edition. Octavo; 
480 pages; 214 illustrations; 60 planches en noir et en 
couleurs. Paris: Masson Et Cig, 1923. 

Euclid is reported to’ have said that there is no royal 
road to knowledge, yet teachers atid students hive sinte tried 


to find a method of learning that requires a minimum 
of effort and brings a maximum of efficiency. Un- 
commonly well does this work of Marion and Heitz- 
Boyer approach the princely path, purely through the 
appreciation of the great teaching value of good illus- 
trations. If the many plates of cystoscopic pictures and 
roentgenograms were bound as a separate booklet, it would 
make an exceptionably valuable atlas. The cystoscopic 
pictures, beautifully reproduced, of normal and patholog- 
ical conditions in the bladder, tell more than many chapters 
of description, and the titles in French, English, Italian, 
Spanish, and German make a universal appeal. In the text 
there is a description of every phase of cystoscopy and 
ureteral cathetrization so clear, complete, and recent, that 
it may well serve as a book of reference. There is lacking, 
however, a bibliography or at least a sufficient list of refer- 
ences, and most of the citations that are given as footnotes 
are to the writings of Heitz-Boyer himself. 


Landois’ Lehrbuch der Physiologie des Menschen. Mit 
besondere Beriicksichtigung der praktischen Medizin. 
Bearbeitet von Dr. R. RosEMANN, o. 6. Professor der 
Physiologie und Director der Physiologischen Institute 
der Westfalischen Wilhelms Universitat zu Miinster. 
Achtzchnte Auflage. Octavo; 975 Seiten; 274 Ab- 
bildungen im Texte; 2 farbigen und 2 schwarzen Tafeln. 
Berlin und Wien: UrsAN UND SCHWARZENBERG, 1923. 

Nothing is more interesting or impressive than to com- 

pare the present edition of “Landois” with that published 20 

years ago. It is not so much the progress of physiology, 

large as it is, that is impressive, but the closer relationship 
that has developed between physiology and clinical medicine. 

This intimacy is today probably the dominant movement in 

medicine, as any one can sense who is alive to the important 

problems in clinical medicine. This edition of a time-hcnor- 
ed and valued classic meets the situation admirably and the 
practical relationship of physiological principles comprises 

a prominent part of the text. Indeed, the work is so satisfy- 

ing from every point of view that its translation into Eng- 

lish would be much desired to give it a wider appeal. 


Atlas der Deskriptiven Anatomie des Menschen. Von 
Dr. MED. J. SopoTtA, o. 6. Professor der Anatomie und 
Direcktor des anatomischen Instituts in Bonn. Vierte 
Auflage. 3 Bande. Octavo; 774 Seiten; 861 Figuren. 
Mitmchen: J. F. LEHMANNS VERLAG, 1922. 

Professor Sobotta’s Descriptive Anatomy needs no intro- 
duction. Since the first edition appeared twenty years ago 
it has ranked among most valued and most studied works 
on human anatomy, and, pictorially at least, has been perhaps 
the most serviceable to the surgeon. Of an earlier edition 
an English translation by McMurrich is now, we believe, 
out of print. To those who can not read the German text 
this fourth edition will nevertheless prove of great service as 
an atlas: its many beautifully colored plates and half-tones 
present structural relations admirably. Like German and 
Austrian medical books generally its cost, too, even at the 
price quoted in dollars for American purchase, ts consider- 
ably less than it would be, if such a work were produced 
here. 


A Clinical Guide to.-Bedside Examination. By Dr. H. 
Extras, Dozent and Assistant at the First Medical Clin- 
ic of the University of Vienna: Dr. N. Jacic, Extraor- 
dinary Professor and Chief Physician to the Sofien- 
spital, Vienna; Dr. A. Lucer, Dozent and Assistant at 
the Second Medical Clinic of the University of Vienna. 
Arranged and Translated by Witt1am A. Bras, M.D., 
Chicago, Ill., Adjunct in Medicine, Michael Reese Hos- 
pital. Octavo; 135 pages. New York: Resman Com- 
PANY, 1923. 

The purpose of this book is to outline in full what 
the physician must look for in his patient without dis- 
cussing diagnosis except in an incidental brief way. It 
will be extremely useful for students in diagnosis, be- 
cause one who has learned to examine according to this 
outline will acquire habits which will serve him well 
later in practice. Outlines such as this are already in 
use in medical schools but are far less complete and 
instructive. 
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